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In the treatment of peptic ulcer— 
safe, simple, effective, 
without side effects 
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provides milk-alkali drip therapy 

The most effective control of gastric acidity is by milk-alkali drip therapy; the 
most convenient way of obtaining milk-alkali drip therapy is by sucking 
Nulacin tablets. 


peptic ulcer in the ambulatory patient 


Nulacin is of great value in the treatment of peptic ulcer in the ambulatory 
patient, and in the prevention of ulcer relapse. 


clinical trials in three continents 


Extensive clinical work has confirmed the claims made for Nulacin. References 
to some studies appear below. Other references will be given on request. 
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The wmportance of effective 
vector control in Bancroftian filariasis 


As in a number of tropical parasitic diseases, effective 
control of the transmission of Bancroftian filariasis is 
chiefly a problem of attack on the vector, and not directly 
on the causal organism—in this case, a threadlike nematode 
of the species Wuchereria bancrofti. This worm, introduced 
to the human bloodstream in the form of mature infective 
larva or microfilaria, develops to maturity in the connective 
ussues, blood vessels or lymphatic system of the victim. 


| 
| DISTRIBUTION OF THE DISEASE 


| 
' Bancroftian filariasis is widely but unevenly distribu- | 
| ted in tropical areas, having been found in coastal areas | 
| of Africa lally the Congo basin and the Cam- | 
| eroo lin South America, coastal regions of India | 
and Mela 


Infection with this parasite frequently causes no signs or 
symptoms, but often grotesque elephantiasis or other 
lesions may develop leading to severe debility and 
incapacitation. 

The microfilaria of the parasite is ingested by blood- 
sucking mosquitoes, particularly of the widespread culicine 
group, in which it undergoes metamorphosis. When fully 
developed it rests in the proboscis of the insect, finding its 
opportunity to infect man when the skin is pierced by 
mosquito bite. 

In the world-wide attack on this disease, dieldrin, 
developed by Shell, is being used on an ever increas- 
ing scale as the most effective agent against the 
vectors—both as a larvicide on the breeding sites 
or as a residual spray against the adult mosquitoes 
which provide the essential link between microfilaria 
and man, 


dieldrin 


dieldrin, endrin and aldrin are {sweu} insecticides for world-wide use 
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In certain cases where a curative course of injection cannot 
be given on account of systemic disease or the patient’s timidity, 
the veins can be assisted in their normal function by the pressure 
of an Elastoplast Elastic adhesive bandage (Porous). It is 
essential to have firm compression, but the usual crepe bandage 
or elastic stocking does not afford sufficient support. The 
remarkable stretch and regain properties of Elastoplast ensure 
constant and correct compression. 

Elastoplast Elastic adhesive bandages (Porous) are available 


in 3-yard lengths, 5 to 6 yards stretched, and 2”, 2}”, 3” 
and 4” widths. Prescribable on form E.C.10. 


The limb should be covered with vertical 
strips of Elastoplast bandage, applied from 
a point just below the bend of the knee to 
the webs of the toes, enclosing the heel. 


The foot should be kep: at a right-angle to 


E a t ] a t the leg during bandaging, so that creases 
pelo do not develop over the dorsum of the 
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po thirds of the width of the bandage to 
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pi medical practice. 
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pharmacologists have been amply justified by the 
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LATENT INFECTIONS WITH VIRUSES AND RICKETTSIAE* 


M. G. P. STOKER, M.D. 


Huddersfield Lecturer in Special Pathology, Department of Pathology, Cambridge University 


(Wire Speciat Pate] 


[he laboratory diagnosis of virus diseases is to-day 
somewhat complicated by the embarrassing number of 
new agents which have been isolated through increasing 
use cf human and monkey cells in tissue culture. One 
of the principal problems is to establish a causal con- 
nexion between these new viruses and particular clini- 
cal syndromes. A number are still unattached and con- 
tinue to deserve the name “orphan virus” originally 
used by Melnick (1955) 

Some of the newly discovered viruses are clearly tran- 
sient visitors, whether or not they are associated with 
disease Certain types, however, appear to persist as 
latent infections in the tonsils and adenoids (Rowe ef 
al., 1953). Latent infection raises special problems, not 
only in its relationship to illness, but also in the 
mechanism by which obligate intracellular organisms 
can survive for long periods in one host. A review of 
this topic should not be limited to latent virus infections 
of man, however, because there is much to be learnt 
from similar conditions of animals, birds, and even 
bacteria. 

In this paper “ latent infection ” will be used to mean 
the persistence of a virus or rickettsia in the tissues for 
long periods, during most of which there is no obvious 
manifestation of disease. This will not be taken to 
include the incubation period even when it is long, as, 
for example, in infective hepatitis. 

Our knowledge of latent viral and rickettsial infec- 
tions of man is, of course, limited by our inability to 
search the tissues for the hidden organism. We are 
dependent upon the reappearance of virus in the blood 
or vesicle fluid or in some other situation where it can 
be isolated and detected by laboratory methods, or 
where its presence can be deduced through secondary 
infection of contacts. An inevitably different approach 
has, however, revealed the presence of latent viruses in 
the tissues of wild and laboratory-bred animals. 


Latent Infections of Animals 


Attempts to isolate the causative organism from 
suspected virus diseases of man often involves inocula- 
tion of experimental animals by various routes with a 
number of so-called “ blind” passages of tissue suspen- 
sion from one group of inoculated animals to the next. 
After one or more such passages the animals may sicken 


*The Lock Lecture delivered before the Royal Faculty of 
Physicians and Surgeons, Glasgow, November 14, 195 


and a filterable agent be obtained from the tissues which 
will cause reproducible disease in other animals of the 
Same species. A great many organisms isolated in this 
way have turned out to be viruses lying dormant in the 
stock animals, which are activated by passage of tissue 
suspensions. Sometimes salt solutions or other simple 
diluents will activate these viruses, rather like the non- 
specific stimuli which activate herpes simplex in man 
These latent infections of laboratory animals naturally 
add to the difficulties of virus research. Eaton (1950), in 
his attempts to isolate the causative agent of primary 
atypical pneumonia by intranasal inoculation of cotton- 
rats and hamsters, identified three different latent 
viruses in the lungs alone of his stock animals. A num- 
ber of latent virus infections have also been found in 
the lungs of mice and guinea-pigs. Such infections are 
not confined to the respiratory tract, however. There 
is, for example, spontaneous encephalomyelitis of mice, 
sometimes called mouse poliomyelitis, and originally 
investigated by Theiler (1937). 


Mouse Encephalomyelitis 


Theiler’s virus is almost universally present in the intes 
tinal wall of laboratory mice between the first and sixth 
months of life and sometimes longer ; in fact it is difficult 
to obtain for experimental work a line of mice which are 
free of the virus. Infection apparently occurs through ex 
posure of the baby mice to faecal contamination, and not 
in utero or through the milk. When carrying Theiler’s virus 
the mice are healthy, and it may be regarded for the most 
part as a harmless commensal infection, but occasionally 
the virus invades the central nervous system and produces 
a paralytic disease 


Lymphocytic Choriomeningitis 
Another condition of mice which has considerable bea 
ing on our problem is lymphocytic choriomeningitis, which, 
of course, can occasionally spread to man. Traub (1939) 
at the Rockefeller Institute studied a stock of mice in which 
this virus was originally absent but gradually became 
established naturally over several years. At the end of the 
period of study all the mice, including the newborn, carried 
the virus in large numbers in their tissues and, except for 
an occasional illness in young animals, remained perfectly 
healthy. Infection was transmitted to the young in utero 
and persisted throughout life. Of special interest was the 
complete absence of antibody development im animals 
infected with the virus in utero, although antibodies 
appeared in the usual way after infection of older virus- 
free mice from another stock. It was suggested by Burnet 
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Rickettsial Infection 
Rickettsia which resen Sv ses in (thei itrac ula 
i naracterist the if it 
ts after t t Wher at 
) i i ated with t kettsiae the organisn 
ul isolated f th t ! periods up to at leas 
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R rime tk caus of O fever 
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fl ind then in the milk Animals are susceptible t 
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t inte the gat nes quiescent 
Alt t ted th ple and kidr me 
transmission occ 5 This latent state « tinues pe haps 
the } nar tt nfection is activated and the 
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Psittacosis 
This virus als persists as a latent infection | 1 great 
rie of wild and caged birds in a ratt s ar wa 
hedding s in the excreta occurs at certain periods 
f ph ological stress, and parti irl t nesting time, thus 
1using fection of the young birds Some of these die 
but the ivivors develop latent infection and the cycle is 
continued Many of the latent viruses in the lungs of 
aboratory animals, which have been mentioned above, also 
belong to the psittacosis group 
The Tumour Viruses 
lt is not the purpose of this paper to c ynsider th part 
played D viruses in the actiology of tumours In certain 
neoplasms of mice, however, a virus-like agent clearly plays 
some part in a fashion which implies long-continued latent 
infection In strains of mice with a high incidence of cancer 
ff the breast the milk factor, or Bittner factor, is trans- 
mitted to the offspring by suckling and carries with it the 
predisposition to develop cancer of the breast in middle 
life The agent is filterable and particulate, and present 
in the breast and other tissues as well! as the milk from mice 
of the high-cancer strain before the age at which cancer 
norma develops It has many of the characteristic 


properties of viruses, but like lymphocytic choriomeningitis 
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it remains quiescent in the cells of the mouse throughout 
most of its life, in the meanwhile infecting its offspring 


According to Gross (1952), mouse leukaemia is trans 
mitted in a similar fashion. He found that leukaemia 
could be transmitted to a strain of mice which 
was free of the disease, by inoculating filtrates of 


from high-leukaemic strains. As with the milk 
insmission was possible only in the first few days 
the mice developed normally, but by 
The 


ages in 


tumours 
factor, U 
of life Thereafter 
the end of a year about half developed leukaemia. 
leukaemic factor found at all 
other tissues of healthy mice from the high-leukaemic strain, 
ind it is thought to be continuously transmitted from genera- 


was subsequently 


tion to generation, possibly in utero 


suggests that there are a 
of viruses which lie dormant in the tissues, perhaps 


This work on animals large 


number 


gaining entry when the animal is very young and persisting 

roughout its life. Im some circumstances the balance 
etween host and parasite is upset, cells are damaged, and 
clinical manifestations may result, perhaps long after the 

tial infection. It should, however, be noted that, purely 
on clinical grounds, there would be little to suggest that 
such an illness was due to an infectious agent 

Latent Infections of Man 

When a patient recevers from a virus disease such as 
neasles or smallpox the virus disappears from the tissues 
It has ad ttedly been ested that the subsequent tile 
ong immunity implies continued survival of the virus, but 
there is as yet no clinical, epidemiological, or experimental 


hypothesis In other conditions 


evidence to support this 


such as pol omyelitis the cells of the alimentary tract sup 
port the virus for several weeks, but prolonged carriage has 
1ot been reported 
Herpes Simplex 
he only common disease of man which is generally 


icknowledged to be due to life-long persistence of a virus 


of course, herpes simplex. The vesicular eruption or cold 
sore which appears on the lips or nostrils during acute 
fevers is one of the most familiar of the minor nuisances 
of medicine Many individuals are subject to recurrent 
ittacks throughout their life, and these develop in response 
{ non-specific stimuli such as sunburn, fever, or trauma, 


exposure to another source of her 


[here is no doubt that the virus is present during each of 


pes virus 


t recurrent attacks, because it can invariably be isolated 
in the early stages by inoculation of vesicle fluid into some 
susceptible tissue such as that of the rabbit cornea or chick 
embryo. Individuals who are prone to repeated herpes have 
specific antibody in their blood between attacks, which 
neutralizes the virus in laboratory tests, and probably pre 
vents wide extension of the lesions; but the antibodies do 
not seem able to prevent either the life-long persistence of 
the virus or the onset of the attack Paradoxically, the 


individuals who do not have herpes are the ones without 
herpes 


nt 
body 


This is only one aspect of this disease, however. With 


nereased facilities for virus isolation it has become clear 
that in infants and children, and occasionally young adults 
several entirely different illnesses are caused by the same 


herpes virus The most common is herpetic stomatitis, a 
mild vesicular eruption of the oral mucous membrane with 
fever and constitutional disturbance More severe, but 
irer, examples are eczema herpeticum, a type of Kaposi's 


varicelliform eruption, and meningoencephalitis due to 
herpes virus. These conditions as such do not recur, and 
they follow the more usual pattern of an acute infectious 


They affect individuals who have no antibodies 
initially but who develop them during the attack, and it is 
often possible to show that infection was exogenous through 
t with another patient suffering from herpes 


disease 


contac 

Burnet and Williams (1939) suggested that these infections 
in childhood constituted the primary attacks due to first 
established 


exposure to herpes virus, but that the virus 
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itself permanently in the cells in some latent form, causing 
the usual recurrent manifestation in later life. It was sup- 
posed that the virus remained within the cells, dividing with 
them, normally causing no damage, and unexposed to anti- 
body. This comfortable symbiosis was presumably upset 
by a number of non-specific stimuli which led to cell break- 
down with the release of a large number of virus particles 
This idea of the natural history of herpes, which was 
later more fully developed by Burnet (1946), is now widely 
accepted, but a good many unsolved problems remain 
Where, for example, does the latent virus reside? The 
recurrent attack is most often in a place contaminated by 
saliva, and herpes virus is known to be present in the saliva 
of carriers, both between and during attacks. Furthermore, 
Stalder and Zurukzoglu (1936) have shown that areas of 
facial skin subject to recurrent herpes no longer develop 
the disease if transplanted to another part of the body. This 
suggests that the virus persists in some other cells, perhaps 
mucous membrane at the site of the 
primary attack, passing in the saliva or nasal secretion to 
the site of the recurrent attack. If this were the sole 
explanation, however, it would imply some rather curious 
dribbling habits The recurrent attack usually occurs in 
roughly the same place every time, and this is not the only 
It is therefore 


those of the buccal 


place likely to be contaminated with saliva. 
to postulate that one particular area of skin is 
sensitive to reinfection This brings us back to the other 
idea that the virus lies dormant at the site of the recurrent 
attack and is activated by saliva. Others favour the central 
nervous dorsal root ganglia, or cutaneous nerve 
endings as the permanent home of the virus, but there is 


little supporting evidence 


necessary 


system, 


Herpes virus from humans does not cause a similar 
recurrent infection which can be studied in animals, although 
Good and Campbell (1948) showed that rabbits given an 
anaphylactic shock long after recovery from an acute her- 
petic infection may die of herpes encephalitis. Perhaps 
investigation of natural monkey herpes might give a further 


lead in the study of human herpes 


Brill-Zinsser Disease 

There are other, less familiar but well established forms 
of long-continued infection, and a notable example is Brill 
Zinsser disease. This is a sporadic form of typhus which 
occurs principally in the Eastern United States, but it has 
also been recently reported in Britain (Hawksley and Stokes, 
1950; Steel and Lawy, 1956) For many years it was 
assumed that it was contracted locally, but it was difficult 
to explain why it was chiefly confined to Jewish immigrants 
to the U.S.A. from South-Eastern Europe. It was then 
shown that the rickettsia from patients with Brill’s disease 
was not of the endemic variety present in the United States 
but was of the classical epidemic type from Eastern Europe, 
and Zinsser (1934), after a prolonged study, was forced to 
the conclusion that the recrudescence of 
epidemic typhus contracted in the typhus foci of South 
Eastern Europe Some of the patients had not visited 
Europe for many years, and the rickettsia can presumably 
persist in the tissues throughout this period even in the 
of antibody. Price (1955) has recently confirmed 
isolating the organism from the lymph nodes of 
These 
also 


disease was a 


presence 
this by 
healthy individuals who have previously had typhus 
observations are of wide importance because they 
explain how the epidemic typhus rickettsia can survive in 
the intervals between typhus epidemics in Eastern Europe 
and Asia 

Other pathogenic rickettsiae can sometimes persist in man. 
Smadel et al. (1952) isolated R. tsutsugamushi from the 
lymph nodes of a patient after scrub typhus 
which had been treated with chloramphenico!. Q fever can 
be a long-continued relapsing illness, and Huebner has 
found R. burneti in the blood and urine one year after an 
attack (see Marmion ef al., 1953). Psittacosis virus has been 


one year 


isolated from the same patient over a period of eight years 
by Mever and Eddie (1951). 
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Herpes virus, pathogenic rickettsiae, and the psittacosis 
virus grow well in a variety of laboratory animals and eggs, 
and so are relatively easy to isolate and identify. We come 
now, however, to other viruses which are apparently host 
specific and able to grow only in man. These are, of course, 
much more difficult to study, and depend upon the use of 
volunteers or, alternatively, cultures of human cells in vitro 


Serum Hepatitis 

One virus which has been discovered unintentionally by 
using man himself as an experimental animal is, of course, 
the virus of serum hepatitis. It is now known that a propor 
tion of apparently healthy adults carry in their blood a virus 
capable of causing hepatitis in non-carriers. Transmission 
occurs by parenteral inoculation alone during blood trans 
fusion or from inoculation of blood products such as serum 
or plasma. The large outbreaks which occurred during the 
last war were due to human serum used as a preservative 
Ihe amount of virus in the blood 
because transmission 


in yellow-fever vaccine 
of carriers must be quite appreciable, 
may occur with minute amounts of blood such as that con 
taminating the needle of an imperfectly sterilized syringe, 
and large pools of serum and plasma can be infected from 
one contributor to the pool. Potentially the virus might be 
transmitted by blood-sucking insects simply by contamina 
tion of the proboscis, although there is no evidence that this 
in fact occurs. Little is known about serum hepatitis virus 
because it has been studied only by inoculation of human 
volunteers, and the substantial mortality rate does not 
exactly encourage this means of investigation. Attempts to 
use human cells in culture from liver or elsewhere have not 
been successful. In recent months Rightsel er al. (1956) 
have described a strain of human cells apparently suscept 
ible to a similar virus, that causing infectious hepatitis, but 
it is not yet known if serum hepatitis will also infect these 
cells. 

It is difficult to see how the virus gains access naturally, 
and it has even been claimed that this is an example of 
spontaneous generation from the cells of the carrier. The 
account of hepatitis in newborn infants by Dible et al 
(1954), however, suggests the possibility that transfer may 
normally occur from mother to child in utero with conse 
quent development of immune that 1s, 
ability to develop antibodies to the virus. This might then 
lead to a permanent latent infection, persisting for life, in 
the same way as lymphocytic choriomeningitis in mice, and 
like the latter, detectable only by inoculation of susceptible 
non-carriers. 

Serum hepatitis may not be the only latent virus which 
manifests itself in this way by parenteral inoculation 
Beutler and Dern (1955), when working on the survival time 
of transfused that the blood of one 
healthy donor produced an acute feverish illness in nearly 
all recipients about 12 days after inoculation The agent 
causing this illness was filterable and could be transmitted 
from recipients to others during the acute and 
up to a wecks later, causing similar 
The fever, lasting about a week, was accompanied by head 
ache and pain, sometimes with nausea and vomit 
ing or respiratory symptoms, and 6 patients out of 38 
developed arthritis one to five weeks after the end of the 
The agent producing this disease was present 


tolerance loss of 


red cells. discovered 


these Stage 
t least nine symptoms 


muscle 


acute illness 
in the blood of the donor in repeated tests over a 13-month 
period, during which he perfectly well The 
authors point out that this rather mild illness could easily 
be missed after the usual transfusion of a single recipient 


remained 


from a donor who was a carrier 


The Adenoviruses 

The development of tissue-culture methods for the study 
of viruses, stimulated by Weller et al. (1949) in their work 
on poliomyelitis, showed the great potential advantages in 
the use of human and monkey cells growing in vitro. This 
has not unnaturally led to the uncovering of new viruses 
previously undetected through lack of pathogenicity for 
laboratory animals and eggs. These viruses are in roughly 


= 
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two groups: (1) a heterogeneous collection trom faecal speci 
stly isolated during attempted isolation of polio 

neie tam related viruses 

from the upper respiratory tract and eye, now known 
u idenoyv ses or viruses idenoido pharyng 

j } ¢ Rowe ef al. (1953) isolated the first 

” when growing cultures of tonsils and adenoids 

er ved at operation They found that epithelial cells from 

these sues grew | for about two wecks, but degeneration 

then appeared in some of the cultures 4 virus could be 

ited n the degenerat ng cells. which would then cause 

ir chang n the remaining adenoid cultures which had 

re uined normal, as well as in certain other cultures of 

pithelium, such as the HeLa strain of carcinoma 

ccs Ihe virus could not so easily be obtained from swabs 
gr id ons of adenoids, although it regularly 

became unmasked after growth of the cells in culture This 
d perhaps be due to the elimination of antibody or 
othe nhibitory substances originally present in the extra 

cellul fluid 

Sinc then at least 14 closely related viruses have been 

solated, some from adenoids removed at operation and 

some from patients with acute respiratory disease, while two 
members of the same group have been found in monkey 


ind chimpanzee tissues respectively (Rowe and Huebner 
195¢ 


Some members of this group of viruses—notably) Types } 


ind 4, 7 and 8—<cause acute diseases such as pneumonia 
pharyngitis accompanied by conjunctivitis, and other upper 
respiratory syndromes in patients of all ages It is not 
known if these viruses persist after the initial infection 
Certain other adenoviruses, however Types | 2. and § 
ure found only in association with febrile respiratory illnesses 
in ung children, but they are present in the majority of 
adenoids removed at operation from both children and 
adult nd antibodies against one or other type are also 
present in the blood of nearly all adults This suggests that 
widespread infection with these types occurs at an early 
age and is associated’ with the typical hyperplasia of tonsils 
ind adenoids seen in young children. Despite the develop 
nent of antibodies after first infection, the virus apparently 
persists, perhaps indefinitely, in the lymphoid tissue 
This sembies latent herpes except that adenovirus may 
be more wid spre id The itent herpe Ss virus. h ywwever it 
ntervals damages th cells and gives rise to disease The 
sumilarl atent adenovy would have | t importance 
the Va al nical manifestation its 
p fter the initial infection There may be a number 
of nexplained ilinesses due to recrudescence f latent 
viruses in lymphoid tiss It is tempting, for example, to 
suspect son yf the recurrent spontaneous afflictions of the 
hroat d especia n children, and lymphoid hyper 
plasia caused by a virus of this sort might even initiate 
cks of acute append 
P | i a 1 connexion is not LIK to be an easy 
t } evel If si nesses re accompanied by 
clea sf 1 da ed ls th rus would prob 
if t De ictect ible nt ict throt gh immediate neutral- 
izat by antibody already present. In recurrent herpes the 
rveniently presents itself in an easily recognized 
pert esicile from which it can be isolated before anti 
body filters in as well Apart from the difficulty of sampling 
the hoid tissue sufficiently early in ar Iness, neutral 
at idenovirus is likely to be much more rapid in 
what the probable site of antibody production 
De stration of a rise in serum antibody after the illness 
gh stive, but there is little alteration after recur 
nt herpes. Perhaps it would be possibdie to LOW an Increase 
imtigen (even if infectivity was neutralized) by 
injecting exudates, or tissue suspensions where available, into 
abb und comparing the antibody rise with that resulting 
trom imjections of control material: but the variability of 


antibody response in different rabbits might be prohibitive 
Nevertheless, a fresh approach of some sort will be needed 
to study this type of aetiological relationship 
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Mechanism of Latent Infection 


Having considered some examples of latent viral and 
rickettsial infection in man and animals, it would now be 
appropriate to discuss the mechanism by which these para- 
sites can survive so successfully in their hosts, This review 
is confined to the viruses and rickettsiae, but bacteria and 
even larger parasites can persist for long periods as well 
Most of these organisms live on an internal surface of the 
host, however, and they avoid the immunological problems 
involved by prolonged sojourn inside the tissue Further- 
more, most of the larger organisms, even inside the tissues, 
retain their morphological identity, whereas some viruses 
probably develop a much more intimate relationship with 
the cells of the host 

Once a virus or rickettsia has gained access to the sus 
ceptible cells initially, one may suppose the following require- 
ments if it is to establish a persistent latent infection 
(1) the virus must produce no damage to the cells, or at 
least the rate of damage must be less than the rate of pro- 
duction of new cells ; (2) it must have some mechanism for 
getting from cell to cell, particularly if the cell concerned 
has a short life; and (3) it must not be affected by the 
immunity mechanism of the host 

It is admittedly possible to imagine an equilibrium with a 
low-grade immunity, in which a small proportion of virus 
released is always left unneutralized and is thus able to 
infect a small number of new cells and so on. One could 
hardly expect such a system to remain stable for long 
however, without some sort of over-all control mechanism 
Our consideration of some examples of latent infections 
indeed suggests that there may be more than one way in 
which viruses persist. After all, there are certain infections, 
such as lymphocytic choriomeningitis in mice and possibly 
serum hepatitis in man, in which antibody never develops 
and virus can pass unhampered throughout the body On 
the other hand, herpes virus is presumably maintained in 
cells which are surrounded by antibody. 

It would be convenient, at the risk of oversimplification 
to consider three main groups of persistent viruses, which 
probably have different mechanisms for survival 

1. No Development of Antibody.—In lymphocytic chorio- 
meningitis of mice, mouse mammary cancer, mouse leuk- 
1emia, and possibly serum hepatitis of man, infection occurs 
n utero or within the first few days of life. Antibodies 
probably never develop against these viruses even though 
they persist for life. This is presumably due to the pheno 
menon of mmune_ tolerance Lymphocytic chorio 
meningitis virus, and probably the agent of mouse leuk 
semia, are widely scattered in various tissues and present in 
high concentration, while it is also probable that serum 
hepatitis virus is plentiful at least in the blood of human 
carriers The only limitation to the growth of these viruses 
is the supply of susceptible cells. Since a large number of 
cells are infected, one would assume that these are not 
damaged during virus multiplication This immediately 
leads to difficulty in explaining why serum hepatitis virus 
causes necrosis of liver cells when transmitted to non-carriers 
Perhaps the liver damage in non-carriers is connected with 
a normal immune reaction to the virus This might help 
to explain the very long incubation period, allowing for 
growth of the virus and development of immunity before 
onset of clinical manifestations 


Theiler’s virus may fall into this first group, but, since 
infection of young mice is sometimes delayed for two or 
three weeks, the immune tolerance is not complete and latent 
infection generally persists for only about six months, after 
which antibody appears and the virus is eliminated 

2. Antibody Present but Ineffective-——lIn persistent infec- 
tion of man and animals, or of birds, with rickettsiae or 
viruses of the psittacosis group, antibody to the organism is 
normally present, and can be detected by various in vitro 
methods such as agglutination or complement fixation. These 
antibodies will neutralize the toxic effects of the organisms 
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and prevent fever or other clinical signs of infection in 
animals, but it is difficult to show any effect on the actual 
growth of the organisms. For example, R. burneti grows 
just as effectively in eggs in the presence of high-titre immune 
serum as with normal serum. Growth of smaller viruses is 
probably neutralized because antibody prevents their entry 
into the cells. Perhaps the large viruses and rickettsiae have 
a different method of entry and one which is not blocked by 
antibody Some grow in phagocytic cells, and here the 
opsonic action of antibody might actually help. Anyway, 
it seems likely that the long persistence of these organisms 
in the tissues of naturally infected individuals is connected 
with a similar failure of antibody to prevent multiplication 
and dissemination 

Several of us at Cambridge have investigated this pheno- 
menon with R. burneti, the causal agent of Q fever. Dr 
Fiset and I have found that organisms freshly isolated from 
animals, either in the acute stage or after long persistence, 
fail to react in certain in vitro tests even with their homo- 
logous antibody (Stoker and Fiset, 1956). This was subse- 
quently found to be due to a polysaccharide of low anti- 
genicity on the surface of the naturally occurring rickettsiae 
which prevents the main protein antigen of the organism 
from combining with its antibody (Fiset, unpublished). It 
was suggested that the surface layer allowed R. burneti to 
survive in the host in the presence of this antibody. An 
in vivo neutralization test developed by our colleagues 
Abinanti and Marmion (1956) added some confirmation, but 
there is not yet sufficient evidence to conclude that this 
phenomenon is entirely responsible for long persistence 
under natural conditions. 

Morgan's (1956) studies with psittacosis suggest that, with 
this virus at least, other factors may also be involved. Thus 
the psittacosis virus remains latent in chick cells cultured 
on deficient medium, but multiplies normally when the cells 
are given certain amino-acids. Studies of this sort with 
other latent viruses and rickettsiae are now needed. 

3. Antibody Present and Effective, but No Contact with 
Virus—In the third group of latent infections, which in- 
cludes herpes and the adenoviruses, antibody is also present 
in the circulating blood of the host. Unlike the rickettsiae 
and psittacosis group, however, growth of the virus can easily 
be neutralized by antibody. When herpes virus or adeno- 
viruses are mixed with antibody in laboratory tests and 
brought into contact with susceptible cells they are pre- 
vented from entering the cells and multiplying. This seems 
to imply that under natural conditions the latent virus, once 
established, can pass from cell to cell without exposure to 
antibody. How could this take place ? 

If there is no damage to the cells during virus growth 
there would, presumably, be no inflammatory reaction with 
exudate of plasma protein, including antibody globulin, in 
the extracellular fluid. Thus a virus such as herpes could 
pass from cell to cell quite freely, provided it remained 
outside the blood stream, particularly where the cells are 
closely packed as in the basal layer of epithelium In 
lymphoid tissue, where the adenoviruses persist, however 
antibody may be in much closer contact with the infected 
cells 

An alternative is passage from cell to cell along cyto- 
plasmic connexions. Black and Melnick (1955) observed 
that when sheets of monkey cells in culture are infected with 
B virus, the monkey herpes, spread was at first confined to 
celis adjacent to the initial focus of infection and was not 
affected by antibody in the medium. With human herpes 
virus growing in human carcinoma cells (HeLa strain) a 
similar focal spread is observed. Under ordinary experi- 
mental conditions the cells release virus into the surrounding 
medium, secondary foci appear, and the lesions soon become 
confluent, with the development of giant cells (Special Plate. 
Figs. 1 and 2). If antiserum is added to the medium a few 
hours after first infection the change does not become con- 
fluent. The primary foci continue to enlarge, however 
(Plate, Fig. 3), suggesting that the virus is passing to con- 
tiguous cells without coming into contact with antibody. 
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One of the most striking changes is the development of a 
web of cytoplasmic connexions between cells, but these are 
most easily seen in unneutralized cultures in the neighbour- 
hood of giant cells (Plate, Fig. 2), and are not visible be- 
tween the tightly packed cells of the foci whch develop in 
the presence of antiserum. My colleague Dr. Ross, who 
has stained herpes-infected cells with fluorescent antibody 
by the technique devised by Coons and Kaplan (1950), has 
found some fluorescence in these cytoplasmic extrusions, but 
it is not certain if this is due to the presence of the infective 
virus particles themselves 

An alternative would be the transfer of the virus to the 
descendants of the originally infected cells at mitosis. This 
is unlikely in the cultures of carcinoma cells, because we 
have found that they stop multiplying immediately they are 
infected, but we must seriously consider this possibility 
under natural conditions, where absence of histological 
change in the quiescent phase implies a lack of damage to 
be expected if cell division were proceeding normally. It 
is perhaps noteworthy that herpes and adenovirus are the 
only two animal viruses for which there is unequivocal 
evidence of multiplication in the nucleus. If such viruses 
could divide at the same rate as the host cell, the progeny 
might pass with the chromosomes to the nuclei of the 
daughter cells and might almost be considered cell con 
stituents. It is in the latent virus infections of bacteria, 
however, that this type of relationship has been most fully 
investigated, largely following the work of Lwoff and Gut 
mann (1950). 

Lysogenic Strains of Bacteria 

When two closely related strains of bacteria—for example, 
two strains of staphylococci—are grown together, one strain 
may grow normally but cause lysis of the bacteria in the 
other strain The apparently normal strain is called lyso- 
genic, and the property is due to the presence of latent virus 
in each bacterium. The virus does no damage to the bac- 
terial host, and divides with it so that the strain is per- 
manently infected but its physiological functions are un 
impaired 4 small proportion of the cells release virus, 
which has no effect on the remainder of the infected bacteria, 
but which will cause lysis of other susceptible strains of 
bacteria not already carrying the latent infection. These 
uninfected strains which undergo lysis can therefore act as 
indicators of virus from the apparently normal carrier strain 
Provided one can find a suitable indicator, it is now possible 
to show latent virus infection in a large number of strains of 
various bacterial species 

This symbiotic relationship between the virus and bacterial 
cell can be upset by certain physical stimuli and chemical 
agents. If a lysogenic strain is irradiated with ultraviolet 
light, for example, all the bacteria undergo lysis and release 
large amounts of virus. One is immediately reminded of the 
transformation of latent into active herpes by sunlight and 
other apparently non-specific stimuli. 


State of the Latent Virus 

It is well to remember that the mature virus particle, 
as shown in electronmicrographs of purified virus suspensions, 
is probably only one stage in the life cycle, allowing trans- 
port to and penetration of the virus into new cells, The 
work of Hershey and Chase (1952) on bacteriophage has led 
to the conclusion that the characteristic tadpole-shaped 
particle does not enter the bacterial cell, but acts as a sort 
of syringe to introduce nucleic acid, which is apparently 
the organizer of new virus and which carries its genetic 
characters. Work on human and animal viruses, and espe- 
cially influenza virus, also suggests that the virus particle, 
after penetration of the cell, is broken down into its con- 
stitutive genetic elements, or, at least, completely altered 
into a vegetative state during multiplication. 

If in some latent infections the virus lies permanently 
within the cell and its descendants, it may consist solely of 
the genetic material of the virus dividing in time with the 
hereditary constituents of the parent cell. It is in this form, 
called prophage, that the virus persists in lysogenic bacteria. 
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This adds to the problem, because if latent animal viruses 
exist in this state they would not be detected by ordinary 
isolat procedures, because virus material would not be 
n a form which could infect new cells Some inducing 
agent w d be needed which would upset th quilibrium 
and allow the virus to mature to a fully infectious form, as 
n the induction of lysogenic bacteria by ultra-violet light 
Tt s no clear evidence at present, howe’ that latent 
virus infection of human or animal cells resembles that of 
bacterial cells Further progress awaits a suitable model 
f latent infection in tissue culture which could be studied 


by the quantitative techniques which have been so fruitfu 
with sogenic bacteria 
4 more or less undetectable latent virus which persists 


without damaging the cell in the ordinary sense 


may anyway seem rather an academic nicety Absence ol 
gnizat histological change, however, does not mean 
that the continued presence of viral material in a cell will 
1ot alter son f its functions For example, the tumour 
uses cha he potentiality of the cells they infect without 

ne irily causing necrosis Latent virus infection of 
bacterium may confer entirely new characters, such as the 


on the other 


to see whether viruses may 


flagella or toxin production, 
We have ye 


alterations of cell function in man 


development of 
wis nal host 


cause long-standing 


Conclusion 


We have now indulged in a good deal of speculation 


and have come some way from practical medical prob- 
lems, but, judging by the numbers of latent viruses 
found in animals, our own tissues may harbour more 


unobtrusive guests than we imagine. For the survival 
of a virus or any other parasite it is, of course, the most 
satisfactory No damage to the house—no 


trouble with the landlord 


arrangement 


When symbiosis is complete, especially if early infec- 


tion leads to immune tolerance, we may expect few 
medical problems. These will arise only when artificial 
procedures, like blood transfusion, carry the virus to 
someone who has escaped early infection. Nevertheless, 
this risk will call for great care if virus vaccines are ever 
made from human cell cultures, which are more likely 
than blood to carry these hidden agents 


Wit yther 
the balance 


infections, like herpes and Brill’s disease, 
with a sudden 
acceleration of virus production and cell damage, caus- 
some afflictions of 


idenoids, or even other lymphoid tissue, may 


may occasionally be upset 


ess in the carrier sporadic 
tonsils ind 
eventually prove to be due to recrudescences of infection 
Such of the 
usual attributes of an infectious disease, and their recog- 
latent will subtle 
It is 


to be hoped that investigation of the more fundamental 


with adenoviruses conditions lack many 


nition as infections involve 


virus 
ns for the virologist as well as the clinician 


of the mechanism of latency, as outlined, may 
be of practical value in the elucidation of 


these diseases 


proble 


ultimately 
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[With Speciat PLATE) 
Pyloric hypertrophy in adults has in the past ten years 
been found 25 times during laparotomy at St. James’s 
Hospital. Fewer than 200 cases have been recorded in 
the literature since the condition was first described by 
Cruveilhier over 100 years ago, and many of these were 
discovered only at necropsy. Horwitz et al. (1929) found 
that the normal thickness of the pyloric muscle varied 
from 3.8 mm. to 8.5 mm. ; in all our cases it has been 
1 cm. or more (see photograph). Furthermore, in all 
cases the hypertrophy was mainly confined to the circular 
muscle 

Only once has a confident pre-operative diagnosis of 
the condition been made, but increasing experience has 
enabled us to form a strong suspicion of its existence 
from the radiographs after a barium meal in a few 


Inches ! 


3 


Resected stomach from Case 6, showing incised thickened 


pylorus (1.3 cm.) 


—— 

4 
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other cases. The majority of patients have had co- 
existent duodenal or gastric ulcers, and it is the symp- 
toms of these which have brought them under our 
care. 

Treatment has therefore been directed to cure of the 
ulcer. The accompanying table summarizes the findings 
in these cases. 


ADULT HYPERTROPHY OF PYLORUS conte. 


History 
In no case were we able to obtain a clear-cut history of 
vomiting in infancy suggestive of congenital pyloric stenosis. 
One or two patients stated that in childhood they had 
suffered from bilious attacks with vomiting, and one gave a 
history of migraine with vomiting dating back to childhood. 
It may be significant that in this case the migraine has been 


Table Showing Details of 25 Cases of Adult Hypertrophy of the Pylorus Admitted for Treatment of Peptic Ulcer 


Age at | History of 


Age at | Onera- | Congenital) | vomit- X-ray Findings I= Gastro- 
No. | Onset Pyloric | D¥SPEP- ing | scopic Procedure rindi ba Remarks 
(Years) -years) Stenosis sia Original | Retrospect | Findings ngs 
! 50 58 Nil Prepyloric ulcer Pyloroplasty Pyloric 
hypertrophy 
- 46 48 : Duodenal ulcer | Same as orig-  Inconclusive Billroth-I Pyloric hyper- | No external evi- 
with retention inal gastrectomy trophy ; muco- dence of ulcera- 
sal stenosis; tion at operation 
| | gastric ulcer 
3 19 28 * ; Duodenal ulcer | Poorly filled, | - | Polya-type Pyloric hyper- 
irregular cap) gastrectomy trophy; duo- 
j denal ulcer 
4 46 50 , + Narrowing of | | Billroth. I Pyloric hyper- | No external evi- 
canal; bul- | gastrectomy trophy; gastric dence of ulcera- 
bar impres- and duodenal tion at operation 
sion ulcers 
5} 24 49 ; + with Norma! Slight bulbar | Normal a a Pyloric hyper- 
haemor- impression trophy; io 
rhage dena! ulcer 
6 38 33 Gastric ulcer | Non-rotation of 
gut; pyloric 
| hypertrophy; 
| 2 gastric ulcers 
7; 53 Gastric ulcer | Polya-type Pyloric hyper- 
with retention gastrectomy trophy; gastric 
ulcer 
8 39 43 Hyperperistalsis Gastric ulcer P 
39 48 ++ Duodena! ulcer Pyloric hyper- | 
trophy; high | 
gastric ulcer 
10 $5 60 Self- Gastric ulcer; Gastric ulcer) Billroth-I 
induced duodenitis gastrectomy | 
il 32 42 ++ Duodenal ulcer ; Polya-type Pyloric hyper- | Specimen R.C.S 
prestenotic gastrectomy trophy; duo- No external evi- 
diverticula denal ulcer | dence of ulcera- 
tion at operation 
2} 27 42 —_ Gastric ulcer, Billroth-I Pyloric hyper- 
gastrectomy trophy ; gastric 
uloer ; mucosa 
prolapse 
13 2s 28 Vague Pyloric ulcer — - Pyloroplasty | Pyloric 
with retention hypertrophy 
14 ? 59 ma + with : Elongated canal;| Elongation | Blood-clot Billroth-I Pyloric hyper- | No external evi- 
haemor- duodenal ulcer and narrow- on nar- gastrectomy trophy; gas- dence of ulcera- 
rhage with retention; ing of canal rowed tric ulcer tion al operation 
| ?pyloric hyper- proximal antrum | Hypertrophy 
trophy and distal | diagnosed pre- 
impressions ;! operatively 
pyloric hy- 
pertrophy 
15 42 47 Duodenal ulcer - Polya-type Pyloric hyper- 
with retention j gastrectomy trophy; muco- 
sal prolapse 
16 40 40 - ' Normal Bulbar impres Ramstedt Pyloric Laparotomy per- 
sion ; elong- operation hypertrophy formed for re- 
ation and current intestinal 
narrowing of | obstruction due 
' canal to bands 
17 20 70 Duodenal! ulcer | Elongated py- Gastro- 
with retention lorus ; defor- |} enterostomy 
| | mity of cap; 
| retention 
18 66 68 . + ? Elongation and | Same as orig- ~ Billroth-I Pyloric hyper- | Hypertrophy diag- 
narrowing of inal gastrectomy trophy; py- nosed pre-opera- 
canal surround- | loric ulcer tively. Radiolo- 
ing tumour; gist reported 
proximal! and | palpable tumour 
distal impres- | during screening 
sions; pyloric } 
hypertrophy 
19; 54 + Duodenal! ulcer Polya-type Pyloric hyper- 
with retention gastrectomy | trophy; gas- | 
tric ulcer 
20 37 47 - Not + Smal! deformed | Peaking of py- _ Pyloroplasty Pyloric hyper- | Relief of symptoms 
typical bulb lorus; very trophy; muco- 
small cap sal stenosis 
21 20 50 . Atypi- Duodenal ulcer | Same as orig- | Smal! scar; | Billroth-I | Pyloric hyper- 
cal } inal | gastric gastrectomy trophy; duo- 
| | ulcer | dena! ulcer 
22 68 70 | Duodenal ulcer; | | | Pyloric hyper- | 
| 24-hour reten- | trophy ; gastric 
tion | | ulcer; mucosal 
stenosis 
23 20 43 , Deformity of cap - 9 Gastricscar | Polya-type Pyloric hyper- | 
gastrectomy trophy; gas- 
tric ulcer 
24 19 40 Duodena! ulcer | Pyloric hyper- 
with retention | trophy; duo- 
dena! and gas- | 
| tric ulcers 
{25 28 35 Duodenal ulcer Pyloroplasty; | Pyloric hyper- | Patient a pure 


with retention 


cholecystec- trophy; gall-| negro 
tomy stones i 
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cured, at least temporarily, by partial gastrectomy. In 15 of 
the 25 cases vomiting was a prominent symptom, and it was 
profuse in four, two of which had a duodenal ulcer and 
two a gastric ulcer In 18 cases concomitant peptic ulcers 
were confirmed at operation, and all but one of these 
presented with ulcer-type dyspepsia It is interesting that 
five of the remaimimg seve cases also gave typical uicer 
histories In another case the condition was an incidental 
finding at an emergency operation for obstruction due to 
bands and the last ise had a history of vague discomfort, 
waterbrash, and a sensation of choking In short, ulcer 
type dyspepsia was tl nain feature whether or not the 
presence of an r was confirmed, and vomiting was 

If there is an aet gical connexion between peptic ulcera 
tion and adult hypertropt of the pylorus, it might be 
expected that the site of the ulcer would be fairly constant 
but this does not appear to be so, sinc n 11 cases it was 
gastr | duodenal, in two both gastric and duodena 
ind the her | re 

We have been unable to discover any symptom or group 
of symptoms which would help in establishing a confident 
dia s A history of profuse vomiting for many years 
4S ited with an atypical history of ulcer dyspepsia, with- 
out gross gastric retention, might lead one to suspect the 
condition 

Physical Signs 

Here again no diagnostic facts have been elicited Epi 
gas tenderness has been a constant sign in cases with 
or without uicer 4 tumour has never been felt on clinical 
examination, but in Case 18 the radiologist felt a pyloric 
tumour during screening In seven cases a succussion splash 
was noted, and in these a large gastric residue was apparent 


on x-ray examination Four of them had a gastric ulcer 
and in three the hypertroph was the only finding 
Curiously, none of the cases associated with a duodenal 


ulcer had a splash or showed gross gastric retention on x-ray 
examination 
Radiological Findings 
The 


reports and as 


as original 
not 


are reported in two ways 
retrospect Two 


r-ray findings 


reports in were 


cases 


examined radiologically, the diagnosis of gastric ulcer being 
made in each case by gastroscopy In nine cases a retro 
spective examination of the radiographs has not been 


possible 
Although duodenal ulcer was found at operation in only 


six cases, a pyloric or duodenal ulcer was reported in 17 


The reports on the remainder are in summary as follows 
no lesion seen, 2; hyperperistalsis, | gastric ulcer with 
retention, | ; gastric ulcer with duodenitis, 1 ; probable adult 
hypertrophy of pylorus, | Thus the diagnosis was sug- 


gested with confidence in one case only, though in another 


mentioned as a possibility 
nation of the barium-meal radio 
In the two cases in which it 


two it was 
Retrospective 


graphs has been interesting 


was reported that the condition might be present it is now 
obvious that the report could have been given with con- 
fidence (see Special Plate, Figs. 1 and 2) In seven cases 


no rea could be found to modify the original report 


Iwo of these had a duodenal or pyloric ulcer, three others a 


gastric with gross mucosal stenosis and in which no cap 
could be demonstrated, and one both gastric and duodenal 
ulcers. In five other cases revised reports were as follows 

Case 4.—There is narrowing of the pyloric canal with a 
slight duodenal bulbar impression ; the canal is not elon- 
gated Operat findings: gastric ulcer and duodenal 
ulcer with hypertrophy 

Case The canal is normal but there is a slight duo- 
denal bulbar impression. Operative findings: duodenal ulce: 


and hypertrophy 
There is elongation and narrowing of the pyloric 
impression. Operative find- 


ase 


duodenal bulbar 


canal with a 
ings: pyloric hypertrophy only 
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There is elongation but no narrowing of the 
Operative 


Case 17 
pylorus with a deformity of the duodenal cap 
finding: pyloric hypertrophy only 

Case 20.—There is slight peaking of the pylorus with a 
very small cap. 


Gastroscopy 
This was performed in eight cases. Results in two were 
inconclusive and in one normal ; five had gastric ulceration 
or scarring In only one was narrowing of the pylorus 
noted, but blood-clot in the antrum prevented close examina- 
tion of the mucosa. 


Operative Findings 

In all cases at laparotomy the diagnosis was reasonably 
obvious. In an early case, to exclude the possibility of 
carcinoma, a small incision was made in the pylorus. This 
manceuvre removes all doubt. The white, regular, glistening 
muscle cannot be confused with the grey, irregular infiltra- 
tive type of carcinoma. The serosa is normal, and the sub- 
mucosa loose and lax and easily defined At the same 
time a small piece can be taken for microscopical examina- 
tion (Tanner, 1950) 

In 11 cases there was no evidence of a concomitant lesion 
of the stomach or duodenum on thorough inspection and 
palpation In five of these a gastrectomy was performed, 
ind the excised specimen revealed scarring or shallow ulcera- 
tion in stomach or duodenum in all but one case 
In four Heineke—Mikulicz pyloroplasty was per- 
formed, in one a Ramstedt operation, and in one a gastro- 
jejunostomy The last patient was a man aged over 70; 
his general condition was not good and the operation was 
carried out under local analgesia. In the 14 cases where 
a peptic ulcer was found a suitable gastrectomy was per- 
formed to cure this 


The 


either 


cases a 


state of the pyloric mucosa excited interest in five 
cases, three of which had such : 
that only a moderate-sized probe could be passed ; two of 
the three also had a gastric ulcer, but in the third no ulcer 
found. The other two cases presented small protru- 
sions through the pylorus into the duodenum, about 2.3 mm 
in diameter In both instances these were thought to be 
polypi, but section showed normal musculo-mucosal tissue 
The exact nature of this is doubtful, but we think it is an 
abnormal form of mucosal prolapse due to the hyper- 
trophied pyloric muscle preventing normal reduction The 
cause of mucosal stenosis is obscure, but we feel that it 
must be inflammatory in origin, possibly from an acute 
It may be due to some degenera- 


i degree of mucosal stenosis 


was 


pyloric or duodenal ulcer. 
tive change secondary to mucosal prolapse 

An associated congenital lesion was found in Case 6 
namely, non-rotation of the gut. This patient had a gastric 
ulcer and was subjected to a Billroth-I gastrectomy. 

There were no deaths in the series, and post-operative 
convalescence was uneventful in all cases. Two of the earlier 
ones have not been contacted recently, but the remainder 
are all known to have satisfactory relief of their symptoms. 


Discussion 

Various theories concerning the aetiology of pyloric 
hypertrophy in adults have been advanced, of which the 
most probable is that it is a persistence of the infantile form. 
Considering the amount that has been written on the imme- 
diate results of treatment of congenital hypertrophic pyloric 
stenosis, there is remarkably little information on the ulti- 
mate fate of the tumour. In careful follow-up studies of 
babies treated medically Runstrém (1939) has shown that 
the condition tends to resolve slowly and an abnormality 
may be detected for many years 

There seems to be fairly general agreement that a Ram- 
stedt operation is followed by complete disappearance of 
the tumour (Wollstein, 1922). The very few “ failures ” 
have all required a second operation within a few days or 
weeks of the first, and have usually been attributed to 
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incomplete division of the circular muscle fibres. In no case, 
so far as we have been able to ascertain, has the tumour 
been shown to have persisted for more than a few weeks 
after this type of operation. Two patients at St. James’ 
Hospital who had Ramstedt’s operation in infancy have 
undergone laparotomy in adult life, one for gastric ulcer and 
the other for recurrent appendicitis. In both the pylorus felt 
normal and there appeared to be no persistence of the hyper- 
trophy. 

If the infant is treated by gastro-jejunostomy the tumour 
frequently remains unaltered (Holt, 1917), even well into 
adult life (Donovan, 1946; Walters, 1946; Armitage and 
Rhind, 1951 ; and others). Indeed, the cases recorded sug- 
gest that the tumour nearly always does persist after gastro- 
jejunostomy, though this may be an erroneous impression, 
as the absence of a tumour at a subsequent operation may 
be overlooked or not regarded as worthy of record. Be 
this as it may, it is difficult to imagine why a short-circuiting 
operation will lead to persistence of the tumour while other 
forms of treatment will cause its disappearance. We agree 
with McCann and Dean (1950) that the tumour will persist 
in a proportion of medically treated or subclinical cases and 
will be discovered only at necropsy, at operation for some 
other condition, or when some additional mechanical or in- 
flammatory factor leads to increased stenosis with the pro- 
duction of symptoms. 

The frequent finding of a peptic ulcer in association with 
the condition indicates that there may be some relationship 
between the two. It has been postulated that stasis is con 
ducive to peptic ulceration: several papers have drawn atten- 
tion to the incidence of duodenal ulceration in duodenal 
ileus, and recently Johnson (1955) has suggested that gastric 
ulceration may follow pyloric stenosis. The hypertrophy, 
then, may explain the gastric ulcers, but would not account 
for the duodenal! ulcers. 

Kirklin and Harris (1933), reviewing the literature and de- 
scribing 81 cases seen at the Mayo Clinic, list the following 
radiographic appearances which may be aids to diagnosis: 
(1) lengthening of the pyloric canal (normal does not exceed 
1 cm.); (2) a narrowing of the pyloric canal, though this is 
variable ; (3) a narrow crevice or a longer depression about 
the mid-point of the lower edge of the canal ; and (4) con- 
cavity in the base of the duodenal bulb—that is, a duodenal 
bulbar impression. They considered that the only definite 
pathognomonic feature was the last of these. While it is 
of interest, and occasionally of importance, to make a pre- 
operative diagnosis, we would emphasize that all filling de- 
fects in the region of the pyloric canal in adults should be 
regarded as neoplastic until proved at operation to be benign. 

It has been stated (Morley, 1949) that it is difficult to 
distinguish this condition from a carcinoma of the pylorus, 
but we have found that, when it has been met with once and 
diagnosed at operation, recognition of the innocent nature 
of the tumour is relatively easy. If in doubt, a small incision 
with diathermy into the tumour will render the diagnosis 
more obvious, as the glistening, bulging cut surface of the 
muscle is quite characteristic and in no way resembles the 
cut surface of an infiltrative type of neoplasm. 

Having identified the lesion, we have dealt with it along 
the following lines: (1) If a peptic ulcer is present a gastrec- 
tomy is performed. The presence of hypertrophy is no 
contraindication to the Billroth-I type of reconstruction, as 
the duodenum is never involved in the hypertrophy. (2) If 
there 1s no obvious ulcer on examination of the serosal 
surfaces of stomach and duodenum and after careful palpa- 
tion, we consider the history, and where there is a good 
clinical history suggestive of peptic ulcer we perform a Bill- 
roth-I gastrectomy, since on occasions ulcers have been 
found only after examination of the resected specimen 
(3) If the clinical history is atypical and the diagnosis has 
been mainly based on radiological findings, we advise a 
pyloro-duodenotomy, biopsy, and resuture transversely to 
make a Heineke—Mikulicz pyloroplasty. This is most likely 


to prove satisfactory where there is coexistent mucosal 
stenosis (Tanner, 1950). 
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It is very inviting where no other lesion is found to 
perform a Ramstedt operation, and this was done in Case 16 
The result so far has been most gratifying, but as the patient 
had no gastric symptoms before laparotomy for intestinal 
obstruction it is hardly a fair test. 

In conclusion we would like to add that since we started to 
make a particular study of this condition in 1953 we have 
identified it with greater frequency than we had done before, 
and are sure that it is a far more common condition than is 
generally realized, 

Summary 

In the past ten years 25 cases of pyloric hypertrophy 
in adults have been seen during laparotomy at St. James’s 
Hospital. In no case was a confident diagnosis of the 
condition made before operation, though in three cases 
the radiologist had suggested this possibility. All but 
two cases presented with symptoms suggesting peptic 
ulceration, and a peptic ulcer was in fact found in 18. 

The radiological findings are reviewed and the aetio- 
logy is discussed. Where an ulcer is found or there is 
a history suggesting peptic ulcer a Billroth-I partial 
gastrectomy is advocated as the best form of treatment. 
In other cases, after exclusion of gastric carcinoma by 
biopsy, a lesser operation may suffice 


We acknowledge with thanks the kind co-operation of Mr 
Norman Tanner in allowing us to use his cases. Our thanks are 
also due to Dr. R. V. Quilliam for his helpful suggestion with 
the radiographs. 
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The dangers of general anaesthesia in operative 
obstetrics have been repeatedly emphasized in recent 
years (Jeffcoate, 1953; Parker, 1954, 1956). Forceps 
delivery is by far the commonest operation performed, 
and is probably the most dangerous from an anaesthetic 
point of view. To avoid this risk some have advocated 
a return to operating with the patient in the lateral posi- 
tion, while others have advised the use of local anal- 
gesia wherever possible. Up to the present it has, how- 
over, been the general experience and opinion (Parker, 
1956) that pudendal block and local infiltration of the 
perineum is applicable only to about 60%, of all forceps 
deliveries—that is, those in which the head is at the out- 
let and favourably rotated. 

This paper describes the methods and presents the 
results of an attempt to extend beyond this limit the use UE 
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of local analgesia for forceps delivery. The work was 
yut at Mill Road Maternity Hospital, Liverpool, 


carried 
during the 12 months April 1, 1955, to March 31, 1956 
Lignocaine (1%) up to a maximum of 50 ml. was the 


ised, by a technique similar to that described by 


and Dutton (1955) 


agent 
Gate 


Over-all Results 


During the year in question 3,553 babies were born in 
the hospital, and 410 of these (11.5 were delivered by 
forceps. Of these operations, 94% were successfully con- 
ducted under local analgesia Ihe operations consisted of 
266 outlet forceps without rotation of the head and 144 
cavity forceps with rotation of the head [he proportion 


of primigravidae to multigravidae in the forceps series was 


7:1, whereas for all deliveries it was 10:13 The mortality 


was as lows 

Maternal.—-One mother 
related to the operation 
and contracted pneumonia shortly before the onset of labour 
The foetus died from asphyxia early in the first stage, and 
an easy low forceps delivery was performed under 
analgesia when the head reached the perineum. The patient 
died 36 hours later from cardiac failure secondary to the 
lung condition. (Table I, Case 7.) 


Foetal Table I 


died, but death was in no way 


She had extensive bronchiectasis 


local 


shows the foetal loss with forceps 


deliver Nine babies were stillborn, and two died in the 
neonatal period from gross malformations Of the still- 
Taste I.—Foeta! Loss Associated with Forceps Delivery 
Case Indications for Use Necr wn 
No of Forceps Fi gs 
OvutTiet Foacers (264 cases der local analgesia 

I Foetal! distress Fresh st irth ; Severe foetal distress 

asphyxia before operation 

; Delay Macerated stillbirth Admitted to hospital 
with foetal death 
nuter 

4 

5 Fre iltt I Foetal death in first 

An 

é Foeta cath early in 
first stage post 
mature 

7 Materna! chest con- Maternal death (see 

dition above). Baby died 


at start of labour 


KIELLAND’S Forcers ROTATION AND DELIvery, 
(125 cases under loca! analgesia) 


CAVITY ARRESTS 


Ly Delay with dead | Macerated stillbirt! 
foetus 
9 Cardiac disease Neonata! deat! 


oesophageal alresia 
FPorcers UNDER GENERAL ANASTHESIA (2! cases) 
10 Delay Neonata eatt 
bilatera 
ner sis 
Eclampsia Fresh stillbirth; * Flying squad case; 
asphyxia baby dead on ad- 
born babies, 4 (Cases 3, 4, 8, and 11) died in utero before 
the onset of labour and 3 (Cases 5, 6 nd 7) during the 
first stage of labour If the grossly malformed babies and 
those which died in utero before operation are excluded 
there were two stillbirths, a mortality of 0.5 In both 
these cases an easy low forceps operation was carried out 
because of foetal distress, and necropsy showed asphyxial 
changes only There were no foetal deaths from intra 
cranial injury That these results were not obtained by an 


resort to caesarean section in cases of potentia! 
difficulty is shown by the caesarean rate 
2.8%. despite the fact that the hospit 


area where contracted pelvis, even rachitic in origin, is st 


over-read 
section of only 


serves a poor-ciass 


prevalent 

Rotation of the Foetal Head 
the foetal head is generally regarded 
actor calling for anaesthesia 


said to be unsuitable for these cases 


The need to rotate 


as the largest single 


Local 


general 


naigesia 15 
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because: (a) it does not permit the introduction of the whole 
hand into the vagina and the slight disimpaction of the 
head usually necessary for manual rotation ; (5) it does not 
allow free abdominal manipulation of the trunk ; and (c) it 
does not produce the uterine relaxation thought to be neces- 
sary to allow rotation of the foetal trunk with the head 
(Kerr and Moir, 1949). 

In planning our work it seemed that the use of Kielland’s 
forceps for head rotation offered a possible answer to the 
first difficulty. The second and third arguments appeared 
to be based on a belief that general anaesthesia is needed 
to produce sufficient uterine relaxation for trunk rotation, 
this having been handed down through generations of text- 
books without its truth ever being seriously questioned. It 
was decided to investigate this by studying the behaviour 
of the foetal trunk radiologically during the course of rota- 
tion of the head by means of Kielland’s forceps under local 
analgesia, 14 cases, in all of which a persistent posterior or 
transverse position of the head called for operative inter- 
vention, being so examined. In each case rotation of the 
head was easily achieved and was accompanied by rotation 
of the trunk without any abdominal manipulation whatever, 
and before traction was applied. (Special Plate, Figs. 1 and 2.) 

This finding was clearly of importance. It led to the 
ibandonment of manual rotation in favour of the routine 
use of Kielland’s forceps for head rotation, and an imme- 
diate extension of the scope of local analgesia. 


Kielland’s Forceps 

The techniques for the use of Kielland’s forceps have been 
fully described by Parry Jones (1952) and Donald (1955) 
but certain points in their use under local analgesia deserve 
comment 

The successful application of the blades of the forceps 
under local analgesia demands extreme gentleness and the 
most careful attention to details of technique. For applying 
the anterior blade in cases of transverse arrest the classical 
method seemed unsuited for use without general anaesthesia 
thus either the 
wandering or the 
direct method was 
employed, depend- 
ing on the opera- 
tor’s preference. | 

Parry Jones has 
stated that the use 
of the direct 
method is limited * 
to those cases in 
which the head is 
arrested at a low 
level in the pelvis, 
but we have found 


that by careful 
attention to the 
patient’s position 


it can be employed 
in nearly all cases 
of transverse 
arrest at ischial 
spine level. Todo 
this the patient is PF, 
placed in the lith- 


3. A.—Patient in lithotomy position 
on operating table for direct application 


otomy position on ° anterior blade R Kielland’s forceps 

; > position is achieved by lowering a 
in operating-tabie 
: ws — le folding leaf at foot of table this should 
or suitable hard be removed, to allow depression of 


bed, with the con- handle of blade beyond the vertical 
vexity of her 

sacrum resting on the edge and her buttocks overhanging 
Slightly (Fig. A). Providing her buttocks are well clear 
of the end of the table, the handle of the forceps can be 
beyond the vertical, and this allows the direct 
introduction of the anterior blade between the palmar surface 
cf two fingers inserted anteriorly and the foetal head (Special 
Plate, Fig. 3) 


depressed 
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It is next necessary to emphasize that for success with 
local analgesia it is essential that all manipulations be per- 
formed between contractions. This applies to application of 
the blades, rotation of the head, and also traction. This 
is contrary to the general recommendation that traction 
should be restricted to the period of uterine contraction, but 
it is necessary because, since the analgesia does not relieve 
the contraction pain, the patient is bound to be disturbed 
and may become uncooperative. By applying traction only 
between pains it is possible, in a large proportion of cases, 
to deliver the child without the mother realizing it has been 
born 

Among the 144 cases in which Kielland’s forceps were 
used for rotation there was no case of urinary fistula, third- 
degree tear, or other maternal injury (Table II). This can 


TasLe Il.—Morbidity with Forceps Operation (Including Four 
“ Trial of Forceps” Cases which Came to Caesarean Section) 


Local Analgesia General Anaesthesia 


Forceps 
Morbidity "| Kielland’s| Trial of Other 
st Forceps Forceps G.A 
Rotation (125 Cases) (11 Cases) | (14 Cases) 
(264 Cases) 
A. Maternal 
Notifiable pyrexia 16 8 1 2 
Post-partum haemor 
rhage 7 j 2 2 
Secondary post-partum 
haemorrhage 3 Nil Nil Nil 
Transient haematuria | 2 2 ee 
Third-degree tear 2 Nil ; 
B. Foetal: 
Cephalhaematoma 2 i . 
Cerebral irritation 2 Nil i 
Facial paresis (all tran- 
sient) 2 2 Nil 
Fractured clavicle I Nil 1 


be attributed to the conduct of the majority of the operations 
(125) under local analgesia, with resultant gentleness and 
delicacy in the handling of the instrument, There was no 
attributable foetal loss in the group, and this aspect is 
discussed later The effectiveness of local analgesia for 
the Kielland’s operation is shown in Table III. There was 
only one case in which local analgesia had to be abandoned 
in favour of general anaesthesia Inhalation analgesia 
(“trilene ” or gas-and-air) was administered only if the 
patient complained of discomfort 


Taste Ill.—Effectiveness of Local Analgesia for Kielland’s 


Rotation and Delivery 
No. of Cases 
105 (83%) 


20 (16%) 
1 (1%) 


Very effective; patient undisturbed 

Satisfactory except for slight discomfort at some 
stage for which gas-and-air or trilene was given 

Unsatisfactory or impossible to inject 
While it is realized that the assessment of comfort is indi- 
vidual and open to question, we are convinced that none 
of the patients experienced any distress comparable to that 
associated with the passage of a stomach tube in the second 
stage of labour, which is usually regarded as an essential 
preliminary to any general anaesthetic in the circumstances 


Supplementary Sedation 


Cases where the patient is apprehensive and uncoopera- 
tive or where discomfort is experienced during injection 
of the analgesic present a special problem. In the earlier 
part of the investigation general anaesthesia had to be re- 
sorted to for two simple low forceps deliveries on this 
account, and following this we tested the effect of an intra- 
venous injection of a mixture of pethidine hydrochloride, 
100 mg., and chlorpromazine (“ largactil ”), 12.5 mg., diluted 
with 10 ml. of normal saline solution. The purpose of the 
small quantity of chlorpromazine is to counteract the emetic 
effect which the rapid injection of pethidine usually produces, 
but it also potentiates the sedative action. This combina- 


tion of drugs proved so effective that nervousness and lack 


LOCAL ANALGESIA AND KIELLAND'S FORCEPS 


973 


Barrisn 
Mepicat JOURNAL 


of maternal co-operation ceased to be regarded as contra- 
indications to local analgesia. In fact, it is probable that 
a considerable number of forceps operations could be per- 
formed under this injection alone. 

The question obviously arises as to the effect of these 
drugs on the foetus. Judging from the small number of 
cases in which we used them, they do not have a significant 
respiratory depressant effect. In reaching this conclusion 
we assessed the results against those obtained when local 
analgesia was used alone, and when general anaesthesia 
was used for a comparable series of forceps operations in 
1951. (See Graph 1.) 


Locc! analgesic (350 cases) 


02% 3% 
pethidine and chlorpromazine ii 
(39 cases) 62°, 13%, 5% 
General onoesthcsia = 
(130 cases) 3 
49%, 43% 68% 


Cried or estcblished reguiar respiration within! minute 
Apnoea for minutes (asphyxia tivida) 
Apnoea for over minutes (osphyxia pallida) 


Grapu 1|.—Incidence of apnoea neonatorum. The last group 
is of comparable cases of forceps delivery conducted under 
general anaesthesia in the same practice during 1951. 


Contraindications to Local Analgesia 


Although the use of local analgesia was widely extended, 
there remained a small group of cases (amounting to only 
6% in our series) where general anaesthesia seemed neces- 
sary or advisable. The factors calling for general anaesthesia 
were as follows 

1. Unsatisfactory Local Analgesia (3 cases).—In two of 
these cases, occurring early in our series, lack of maternal 
co-operation prevented injection of the local analgesic. In 
the light of our subsequent experience with supplementary 
pethidine and chlorpromazine injection it seems likely that 
general anaesthesia could have been avoided in these cases 

2. “ Dangerous Uterine Contractions” (3 cases).—In these 
cases strong uterine contractions were hazardous to mother 
or baby. Two were cases of deep transverse arrest in 
patients with previous caesarean section scars, while the third 
was a case of prolapsed cord. 

3. “Complicated Forceps"’ (7 cases).—This group included 
mento-lateral and posterior face presentations (2 cases), 
forceps application before full dilatation of the cervix (4 
cases), and gross foetal abdominal distension (1 case) 

4. Eclampsia (1 case). 

5. “ Trial of Forceps" (11 cases).—The indications for 
this procedure were second-stage arrest in the pelvic cavity 
with (a) the biparietal diameter not completely down to the 
ischial spines ; (5) so little room at the level of the arrest 
that application of the forceps blades seemed likely to be 
extremely difficult ; or (c) evidence of marked outlet con- 
traction, Of the 11 cases in this category, four came to 
caesarean section. No foetal loss occurred, and the only 
foetal morbidity was a fractured clavicle in a case where 
shoulder dystocia was encountered. 


Management of General Anaesthesia Cases 


Our policy was to conduct in the operating theatre these 
few cases requiring general anaesthesia. Parker advocated 
this and stressed its anaesthetic benefits. The electric suc 
tion apparatus and all the other equipment of the anaesthetist 
are always readily available, while the fact that the patient 
is On an operating-table facilitates laryngeal intubation and 
ensures that the Trendelenburg position can be easily ob- 
tained. In our experience it also presents certain advantages 
to the obstetrician. The ability to proceed immediately to 
caesarean section is essential in the “ trial of forceps ” cases, 
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id brow presentation in which 
obtained only if attempts at vaginal 
the difficulties prove greater 
than inticipated 
(Morris, 1953) 
Working in the 
theatre is also of 

lue in the “ dan 
gerous uterine con 
ractiion group, 
because detection 


and immediate 


nay be called fo 
Again, the operat 
ng-table is me 

suitable for the us« 


of Kuielland’s f 
ceps is it 


tates direct ppl 


terior blade; it also 
illows traction in 
the true axis of the 
pelvis, especially if 
the operator is 
seated on a 6-in. 
(15-cm.) stool and 


B UF 6-in the table is ele- 
(15-cm.) stool and with operating-table 
vated as shown in 
g \ eV ed wing racuon in 
true axis Of peivis Fig B. 


Local Analgesia, Kielland’s Forceps and the Foetus 


The principal aim of our policy was to combat the 
mater naesthetic hazard, but in its actual operation it 
appeared to be beneficial to the foetus as wel Graph 2 
gives the corrected results for all forceps deliveries during 
the 12 months’ operation of the policy, compared with those 
of the previous five years, similarly corrected Graph 3 
shows the foetal mortality of the forceps series compared 
with that for spontaneous cephalic delivery in the same 
year, 1955-6, similarly corrected Ihe striking thing is that 
four foetal deaths attributable to cerebral trauma occurred 


in the spontaneous group, while there were no such deaths 


in the forceps group The use of local analgesia was prob 
ably the most important factor in achieving these improved 
foetal results 4 parallel might be drawn between the 


increased safety of delivery with forceps, particularly Kiel- 


FOETAL MORTALITY (CORRECT 


1950-4 4 | - 
/ 


22 


5 

(II) = DEATHS DUE TO CEREBRAL TRAUMA 

E-] = DEATHS DUE TO ASPHYXIA, ET 
Graru 2.——-Comparison of forceps delivery incidences and foetal 
results in 1950-4 and 1 ent series. Figures for foetal mortality 
are rected in each case f< mac Gg toetuses babies weigh 
ing under 4 Ib. (1.814 kg.): gross foet ibnormalities; severe 
erythroblastosis foetalis; and foetal deaths in labour before 

delivery was embarked upon 

FORCEPS CATHS 


DELIVERY (410 CASES) 

DELIVERY (2,653 CASES) 
2 

PER 1,000 DELIVERIES 


ATELECTASIS AND PNEUMONIA 


f foetal mortality for forceps and spon 
yresentations. The same correcting 


~ 


3.—Comparison 
taneous delivenes in cephalic 


factors applied as in Graph 2 


land’s, under local analgesia, and the safety of external 
version without anaesthesia compared with version performed 
under a general anaesthetic. The other possible factor was 
the replacement of manual rotation by Kielland’s forceps 
rotation (see Graph 4) Assessment of this would clearly 
involve a complex discussion of the merits of the manual 
method versus the forceps method of rotating the head 
Brief mention will be made, however, of several aspects of 
the controversy on which we have new evidence to offer 


Forceps technique Foetal! loss 


195! 

sa 

Present y 7 

series ZZ , , A 


% 


CJ Forceps delivery face to pubis 

Fj Monuol rotation and forceps delivery 

ZB Kielland’s forceps rotation and delivery 
Grapu 4.—Foetal loss in relation to forceps technique in cases 


of malposition of occiput. The same correcting factors applied 
as in Graphs 2 and 3 


First, the traction force with Kielland’s forceps is applied 
directly to the base of the skull and there is a negligible 
amount of biparietal pressure That this is so is clearly 
seen in Fig. 4 of the Special Plate. In this case the head 
was so extended in the pelvic cavity that the brow was 
presenting Kielland’s forceps were applied (Fig. 4a) and 
simple downward traction exerted. When this reached 60 Ib 
(27.22 kg.), flexion of the head to a vertex occurred (Fig 45) 
followed by easy delivery The site of the forceps force 
was marked by bruising of the pinnae, which lay on the 
mastoid regions. This finding has been confirmed in another 
similar case, and it is clear that such movement could not 
occur if there was any appreciable biparietal pressure. This 
freedom of movement of the foetal head within the blades. 
which is not widely recognized, may also account, in part 
at least, for the diminished traction force said to be needed 
with Kielland’s forceps as compared with the orthodox axis- 
traction instrument Kielland (1916) was so convinced of 
this that he stated categorically that measurement of it was 
unnecessary ! 

However, to try to obtain accurate measurements of the 
force employed, a pair of Kielland’s forceps were adapted 
so that a dynamometer fitted into two slotted pins on the 
distal shoulders The lower bar of the dynamometer is 
elliptical, and can be attached by opening and then closing 
the handles slightly after the blades have been applied and 
any asynclitism corrected (Fig. C) Graph 5 shows the 
results obtained in 55 cases The range of the traction 
forces was 15-75 lb. (6.8-34 kg.}—the majority of the read- 
ings being between 35—S0O Ib. (15.9-22.7 kg.). Baxter (1946), 
who measured the traction force with axis-traction forceps, 
gives 70 Ib. (31.8 kg.) as the critical force beyond which 
cerebral damage is likely to be sustained, but he does not 
report a large series. In the “trial of forceps” cases in 
our series, not more than moderate traction (35-50 Ib. or 
15.9-22.7 kg.) was employed, 

Another factor affording a mechanical advantage with 
Kielland’s forceps is the lack of upward displacement of 
the head during rotation, which is well shown in Fig. 2 
of the Special Plate. In this case it can be seen that once 
the occiput has been rotated to the anterior position the 
head is practically delivering itself. This is a common 
clinical experience. 
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Summary 


It has been found possible to extend the scope of local 
analgesia to 94% of all forceps deliveries. This has 
been achieved by the routine use of Kielland’s forceps 
for rotation of the head, and the supplementary injec- 
tion of a mixture of pethidine and chlorpromazine in 
certain cases. In addition to the great reduction in the 
maternal anaesthetic hazard, this policy has produced 
an improvement in foetal results. The possible factors 
concerned in this are discussed. It seems likely that the 
most important fact is that the great majority of the 
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Fic. C.—Views of Kielland’s forceps showing dynamometer 
fitted to pins on posterior aspect of distal shoulders 
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NUMBER 


1S 20 25 30 35 40 45 SO $5 60 65 70 
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TRACTION 


under over 


GraPu 5.—Traction force as measured by dynamometer ia 55 
deliveries with Kielland’s forceps. 
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operations were performed under local analgesia. This, 
incidentally, leads to gentleness and accurateness while 
precluding the use of excessive force. 


We are grateful to Mr. C. H. Walsh and Professor T. N. A 
Jeffcoate for the opportunity to perform this work and also for 
their encouragement and advice; and to Professor Jeffcoate we 
are further indebted for constructive criticism and help in the 
preparation of this paper. Our thanks are also due to Mr. W 
Jennings and his colleagues for the radiographic work, and to 
Messrs. Kidd, Greenough, and Lee for the photographs and 
tables. Mr. Price, of Alexander and Fowler, Liverpool, con- 
structed the dynamometer attachment on the Kiclland’s forceps 
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The last 25 years have seen two notable advances in the 
management of ankylosing spondylitis—namely, the use 
of deep x-ray therapy, and recognition of the importance 
of active movement in preventing loss of motion in the 
spine and limbs. Both the beneficial effects of x rays 
(Smyth, Freyberg, and Lampe, 1941; Hilton, 1943; 
McWhirter, 1945 ; Hart et al., 1949) and the extensive 
loss of mobility which commonly results from prolonged 
immobilization (Swaim, 1939) appear to be relatively 
specific features of ankylosing spondylitis (Smyth, Frey- 
berg, and Peck, 1941; Desmarais, 1953; Sharp and 
Easson, 1954). Serious complications of x-ray treatment 
of spondylitis are rare, but the possibilities of aplastic 
anaemia (Goodman, 1956 ; Sharp and Easson, 1954) and 
perhaps leukaemia (Brown and Abbatt, 1955) resulting 
from such treatment make it very desirable that patients 
who are unlikely to benefit should not be treated with 
x rays. From the practical point of view it is therefore 
important, before advising treatment, to establish the 
diagnosis as certainly as possible in a patient in whom 
ankylosing spondylitis is suspected. 
“ Atypical ” Spondylitis 

The excellent accounts of Polley and Slocumb (1947), 
Mowbray ef al. (1949), and particularly Hart et al. (1949) 
and Hart (1955), render a further detailed description of the 
clinical and radiographic features of ankylosing 
spondylitis superfluous ; the emphasis placed by these authors 
on the significance of such symptoms as recurrent “ lumbago,” 
“ sciatica,” or “ fibrositis,” particularly when they occur in 
young men, are aggravated by immobility, or are associated 
with diminished chest expansion or iritis, and on the import 
ance in diagnosis of radiographic changes in the sacro-iliac 
joints (Special Plate, Fig. 1a), has led to more frequent diag 
nosis at a stage where treatment is likely to be effective 

In a study of 530 patients attending a special clinic for 
investigation and treatment of spondylitis it was found that 
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Rheumatoid Arthritis 
I frequency and the pattern of spinal involvement 
rhe d arthritis were ob ed f 1 study of a ran 
i tion of 100 patier who attended the centre with 
thritis over a two-year period ; the proportion 
| to f les p ed to be almost exactly one to two 
ut f adult patients selected because of marked spina 
lisea nd the 36 who had attended with juvenile rheumatoid 
arthrit that is, starting at or below the age of 15—since 
ur vas ed so studied 
I nent of ' “ irely a prominent feature 
f the d but evidence of spinal involvement in 
the rheumatoid | was found in exactly half of the 
rand ly selec 1 patients and was slightly commoner in 
males In contrast to ank ing spondylitis, the cervical 
region was much the commonest site affected, being involved 
four-fifths of those with spinal involvement, whereas the 
dorsal and lumba egions we involved in less than one 
third. In over half the patients with spinal involvement 
the cervical region only was affected: involvement of the 
rvical region alone was never observed in ankylosing 
p 
Paint of neck movement was the commonest 
symptom nm pain was often referred over the 
shoulders " but ly down the outer border of the upper 
arm, wi t pain from subdeltoid bursitis, which was also 
commonly present in these patients, was referred on move 
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n abduction. Pain from the lower spine was usually less 
se an that from t cervical region 
S leformity of the spine was unusual, but often there 
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A f 46 with severe rheumatoid arthritis of 13 years 
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ible discomfort in several bed-fast paticnts 


Although in exceptional cases the spine had been rendered 
completely rigid, there was usually only moderate restriction 
of movement of an affected region of the spine ; the chest 


expansion was rarely reduced. In some of the most severe 
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ilthough often relatively painless, forms of cervical-spine 
nvolvement, abnormal mobility and cervical kyphosis had 


developed but neurological complicat ons were uncommon 


Radiographic Changes Abnormalities of the sacro-iliac 
joints occurred not uncommonly in patients with severe 
und extensive rheumatoid disease. Occasionally the joints 
were fused, but in the 
earlier stages erosions 


of the joint surfaces 
smaller 
than in ankylosing 
spondylitis and the 
fluffy juxta-articular 
bone sclerosis was 
(Special Plate, 
Moreover, 

spinal in 
volvement often 
patients 
joints 


were usually 


Fig. 1b) 


extensive 


occurred in 
sacro-iliac 


normal 


whose 
ippeared 

Radiographic changes 
often 
with 
involve 


in the spine 


were 
absent in patients 
clinical spinal 
n and when present 
were most easily demon 
the cervical 
(Plate, Figs. 2b 
and 3h) They were 
characterized by nar- 
rowing of the inter 
vertebral disks, often 
with relatively little 
osteophytosis of the 
vertebral bodies, and by erosion, narrowing, and sometirnes 
ankylosis of the apophysial joints The vertebral plates 
adjacent to the narrowed disks often appeared irregular, 
and occasionally faint was visible within the 
disk spaces ; subluxation of vertebrae, usually forward, was 
not uncommon in 


“net 
ent, 
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Female aged 46 with severe 
rheumatoid arthritis involving the 
spine, showing spinal deformity 
and nodules over 
several processes and 
other prominences. 
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severe Cases 
In children the spine was rather more frequently involved 
than in adults, particularly in the dorsal and lumbar regions 
The process appeared to be similar to that in adults, apart 
from a greater tendency to bony ankylosis of apophysial 
joints and to complete disappearance of the margins of the 
disks and fusion of the rims of adjacent vertebral bodies 
Arrest or slowing of vertebral growth was common when the 
disease had started in early childhood (Plate, Fig. 2c) 
Rheumatoid arthritis of the spine therefore dis- 
tinguished from ankylosing spondylitis by the predominant 
involvement of the cervical region and retention of normal 
chest expansion; by frequent involvement of the spine 
without radiographic abnormalities of the sacro-iliac joints, 
which in any rarely resembled those in ankylosing 
spondylitis ; by a strong tendency to narrowing of multiple 
disk spaces and not infrequent cervical subluxation ; and by 
the absence, even in advanced cases, of the “ bambooing” 
and of “squaring” of vertebral bodies (Rolleston, 1947) 
commonly seen in ankylosing spondylitis (Plate, Figs. 2a 


was 


case 


ind 3a) 


Treatment.—The wearing of a padded cardboard collar 


for some weeks or months was usually most effective in 
relieving symptoms from ithe cervical spine. In patients 
with unstable cervical subluxation more effective support 
was supplied by means of a plastic or leather collar, and 
even in some of these it was found that the support could 
be discarded after some months without recurrence of 
symptoms; surgical spinal fusion was rarely required. 


Symptoms from the lower spine usually responded well to 
bed rest and analgesics of the aspirin type. 


Rheumatic Fever 


It has been known for many years that permanent joint 
changes may result from rheumatic fever (Jaccoud, 1867 ; 
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Bywaters, 1950), but Thomas (1955) was the first to call 
attention to the frequency of spinal involvement in this form 
of arthritis. 

The condition is rare, and only ten males and nine females 
suffering from this form of arthritis have been seen at the 
centre in a period during which over 2,000 patients have 
attended with rheumatoid arthritis; 5 of the 19 had been 
referred to the spondylitis clinic. Ten of these patients 
were reported previously by Thomas (1955). All the patients 
were adults with valvular heart lesions, and they gave a 
characteristic history of repeated attacks of severe and pro- 
longed rheumatic fever, usually following throat infections 
and starting in childhood and continuing into adult life 
Almost all of them had developed ligamentous laxity, 
abnormal mobility, and sometimes effusions in the limb 
joints, notably the hands, where ulnar deviation of the fingers 
was common ; the deformity was usually correctible, but in 
very advanced stages was permanent. One-third of the 
patients had nodules on tendons, sometimes of considerable 
size 

The spine had been involved in one or more rheumatic 
attacks in almost all the patients, but, in contrast to the 
findings in the limbs, two-thirds of therm had residual limita- 
tion of spinal movement, particularly of the lower spine ; 
occasionally the whole spine was rigid. None of them had 
severe spina! deformity and the chest expansion was usually 
normal. In one man the residual changes were confined to 
the sacro-iliac joints and spine, and in another to the sacro- 
iliac joints only 

The D.A.T. was negative in the 16 patients tested and 
there was an almost complete absence of bony erosions on 
radiographs of the limb joints—a further point of difference 
from rheumatoid arthritis. The sacro-iliac joints were 
radiographically abnormal in over half the patients, and 
occasionally the appearances were indistinguishable from 
those of ankylosing spondylitis (Plate, Fig. Ic), but the 
advanced spinal changes were distinctive (Plate, Figs. 2d and 
3c). These comprised antero-posterior narrowing of some 
vertebral bodies, narrowing of multiple disks without vertebral 
osteophytosis, bony ankylosis of apophysial joints, and, when 
the disease had started in childhood, hypoplasia of the 
vertebrae. 

Differentiation of this condition from ankylosing spondy- 
litis with coincident rheumatic heart disease rested, first, on the 
characteristic history, particularly the precipitation of the 
ittacks of rheumatic fever by throat infections ; secondly, 
on the presence in the greater number of them of the peri- 
pheral joint changes and in some cases large tendon nodules, 
the latter being very rare in our patients with ankylosing 
spondylitis ; and, finally, on the characteristic radiographic 
changes in the spine in advanced cases 

Treatment.—Almost all of these patients derived great 
symptomatic relief from calcium aspirin in a dosage of 
60 gr. (4 g.) or so daily ; three of them received x-ray therapy, 
but since none was much improved we no longer prescribe 
x-ray therapy for these patients. In their long-term manage 
ment, prevention or prompt treatment of streptococcal infec- 
tions would appear to be indicated with the object of prevent- 
ing recurrences of rheumatic activity, and progression of the 
heart lesions which form an important part of their disability 


Reiter’s Disease 

The main features of this syndrome, which is of unknown 
but probably infective aetiology, are non-specific urethritis, 
arthritis. and inflammatory eye lesions, most commonly con 
junctivitis but sometimes iritis (Paronen, 1948 ; Zewi, 1947) 
In this country the infection is usually of venereal origin 
(Harkness, 1950), but a probably identical condition may 
follow dysentery (Reiter, 1916 ; Fiessinger and Leroy, 1916; 
Paronen, 1948) Other less constant features of the 
syndrome are skin rashes, of which the most characteristic 
is keratodermia blennorrhagica, although this may be indis- 
tinguishable from pustular psoriasis (Auckland, 1951) 
Stomatitis, cystitis, and haematuria (Piora, 1953) are 
occasional features 
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The three main features of the disease had all been present 
during the illness of the 20 patients, all males, in whom this 
diagnosis had been made at the centre ; three-quarters had 
started with a urethral discharge. In 14 of the cases three 
and in the remainder two, of the main features had occurred 
simultaneously, usually at the onset, and keratodermia 
blennorrhagica had also been present in two. Relapses of 
the eye inflammation and arthritis were common, sometimes 
after remissions of up to ten years’ duration ; the urethritis 
recurred less frequently 

lhe arthritis involved the joints of the feet or ankles in all 
the patients, and almost half of them had tender heels, but 
the hands were involved in only one-third. Occasionally 
the feet showed a rather characteristic deformity with dorsal 
dislocation and outward deviation of the extended toes, 
first described in this condition by Launois (1899). The 
knees were involved in three-quarters and the spine was 
affected almost as frequently, particularly the lumbar region 
which was involved in half the patients. One-fifth of the 
patients had developed gross restriction of spinal movement 
particularly in the dorsal and lumbar regions, with little 
deformity but usually with reduced chest expansion 

In patients with advanced spinal changes both the clinical 
picture and the x-ray appearances of the spine were often 
difficult or impossible to distinguish from those of advanced 
ankylosing spondylitis The sacro-iliac joints were radio 
graphically abnormal in almost half of all the patients, and 
were always abnormal, and sometimes fused, when there were 
extensive spinal changes (Plate, Fig. 1d). There was a strik- 
ing tendency to proliferation of new bone at any affected 
site. In the pelvis and spine this was evident in the form of 
bony proliferation around the acetabula and femoral heads. 
much new bone formation on the margins of the pelvis, and 
heavy bony bridging of the intervertebral spaces, usually 
through ossification of spinal ligaments, but sometimes also 
of the disk margins (Plate, Figs. 2e and 3d) 

The diagnosis of Reiter’s disease is suggested by the 
characteristic history, the involvement of the feet—which 
are involved in less than one-fifth of our patients with 
ankylosing spondylitis—and the radiographic evidence of 
much ligamentous ossification. 

Treatment.—The acute phase of the arthritis subsided in 
most cases following bed rest, analgesic and in some cases 
artificial fever therapy, and plaster splintage when indicated 
The duration of the acute attacks varied from a few weeks to 
many months, and residual anatomical changes were the rule 
in severe or relapsing cases. In one case in which both 
wrists and two others in which both feet were involved with 
about equal severity x-ray therapy was given to one side and, 
unknown to the patient, “ mock ” therapy to the other side 
In each case both the treated and “ mock” treated lesions 
were improved at the completion of the course, and there 
was no evidence of any greater improvement on the treated 
side 


Psoriasis and Arthritis 


The incidence of psoriasis in patients with polyarthritis is 
said to be unduly high (Dawson and Tyson, 1938; Bauer 
et al., 1941). Most authorities maintain that the arthritis is 
rheumatoid arthritis, perhaps modified in some cases by the 
presence of psoriasis; but others, such as Sherman (1952), 
consider that it is a distinct entity 

Evidence of psoriasis was found in 34 males and 32 
females referred to the centre with a polyarthritis ; 11 of them 
had been referred to the spondylitis clinic. In 58 cases the 
rash was present at the time of examination, in 29 the nails 
being involved; six gave a history of psoriasis which had 
cleared up apart from persistent nail changes in two; and 
in the remaining two the psoriasis was confined to the nails 

The hands or feet, usually both, were almost invariably 
involved in the arthritis, and in over one-third of the cases 
the distal interphalangeal joints of the fingers were affected 
The proximal limb joints were also involved in two-thirds 
of the patients. Only four, however, had subcutaneous 
nodules, and 12 others involvement of tendons. The D.A.T 
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was positive in only I! (28%) of the 39 patients tested, 
whereas in the random series of 100 rheumatoid patients 


were present in <5 


)} of the 33 patients 


ment ned earier supcutaneous n rmdules 


and tendon lesions in 56, and 24 (73 


tested gave positive D.A.T. results These findings suggested 
that the majority were not suffering from straightforward 
id arthritis 

Painf imitation of spinal movement was present in 


three-quarters of the patients ; the three spinal regions were 


involved with equal frequenc und in over one-third the 
wi spine was affected and was virtually rigid in four, 
mily one of whom had been referred to the spondylitis clinic 

Radiographically, the sacro-iliac joints were often normal 
in pa t with clinical spit involvement I xcept that 
¢ il subluxa 1 was not observed, the changes in the 
spit bined th her features observed in rheumatoid 
artl wit! strong tendency to ossification of spinal 
gament In the limb joint d particularly in the feet 
the arthritis was often of a Vv destructive ty pe but a tend 
enc proliferation of new bone, less striking than in 
Rei lisease, was also evident 

Ank pondylitis merited serious consideration in 
he diagr »f very few of these patients. Extensive spinal 
nv ement was almost invariably associated with florid 
ind w [ id arthritis in the limbs and atypical radiographic 
hang it sacro-iliac joints and spine. The differentia 
tion from Reiter's disease was sometimes more difficult. and 
nly Te me cases through the absence of the ocular 
ind } urinary features 

Treatment.—The best results appeared to have been 
btained from management along the same lines as for 
rheumatoid arthritis Only 2 of the I1 patients treated 
vx ppeared to derive worthwhile benefit ; one patient 
lied from aplastic anaemia five years after treatment 


Review of the “ Atypical Spondylitis” Group 

On reviewing the 

nic in the light 

nately half of the atypical cases could be fitted into these 
A few had radiographic appearances in the spine 
and Rotes 


spondylitis 
approxi 


atypical group seen in the 


of these findings it was found that 


categories 


(Forestier 


vf senile ankylosing hyperostosis 


Querol, 1950) (Plate, Fig. 3¢) associated with bony enlarge 

ent of multiple limb joints There were two members of 
a fa who have been described elsewhere (Sharp, 1954), 
who suffered from a heredo-familial form of spondylitis 
4880 d with extensive calcinosis of joint structures and 
blood vessels in the limbs In some of the remainder the 
spinal changes appeared to be due to osteoarthritis or 


degenerative disease, and there were a few patients probably 


iffering from ankylosing spondylitis in whom the picture 
“ complicated by such conditions as metabolic or Paget's 
disease bone In addition there was a small number of 


ses in which the diagnosis still remained obscure 


Discussion 


study suggest that bilateral sacro- 
radiographically cannot be 
rceepted as certain evidence of ankylosing spondylitis or as a 
definit ndic therapy is likely to be 
beneficial. If a patient has symptoms and signs suggesting 
the possibility of 


findings in this 
changes as 


The 
1ac oint seen 


ition that deep x-ray 


ankylosing spondylitis other diseases of 


the spine should be borne in mind, and the following 
feat s should be specially looked for (1) evidence of 
rhe toid arthritis, such as predominant involvement ol 
the cervical region, widespread polyarthritis affecting parti 
ct ly the distal joints of the limbs, subcutaneous and 
large tendon nodules, or a positive result in the differential 


:gelutination test : (2) evidence of rheumatic fever. 


such as valvular beart lesion and a history of recurrent 
acute rheumatism (3) evidence of Reiter's disease. such as 
» history of urethritis or dysentery, conjunctivitis, or kerato- 
dermia und (4) evidence of psoriasis If any of these 


features are present the probably not suffering 
from ankylosing spondylitis and is unlikely to derive much 


patient is 
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benefit from deep x-ray therapy. Furthermore, bed rest and 
immobilization may be indicated instead of the active 
mobilization which is so necessary in the management of 
typical ankylosing spondylitis. 


Summary 


In approximately one-fifth of the patients attending a 
special spondylitis clinic the clinical picture differed in 
various ways from that of classical ankylosing spondy- 
litis, although most of them had bilateral radiographic 
changes in the sacro-iliac joints. Some of them had 
psoriasis, and others had features suggesting rheumatoid 
arthritis, recurrent rheumatic fever, or Reiter’s disease 
with spinal involvement 

4 study of these conditions in other patients revealed 
certain features by which they can usually be distin- 
guished from ankylosing spondylitis 

On review, many of the atypical cases from the spon- 
dylitis clinic appeared to fit into the above categories, 
suggesting that bilateral sacro-iliac joint changes cannot 
be accepted as certain evidence of ankylosing spondy- 
litis. Some others had radiographic changes of “ senile 
ankylosing hyperostosis,” and two had a heredo-familial 
form of spondylitis associated with calcinosis of limb 
joints and blood vessels. A few cases remain un- 
diagnosed 

The differential diagnosis of ankylosing spondylitis 
appears important, since patients with these other forms 
of spondylitis do not usually appear to benefit from deep 
x-ray therapy, and they may be helped by bed rest 
and immobilization rather than by encouragement of 
active movement as in the management of ankylosing 


spondylitis 

I am indebted to Professor J. H. Kellgren for much advice 
ind assistance; to Dr. J. Ball, who performed the sheep-cell 
differential agglutination tests; and to Dr. Robert Ollerenshaw 
and his staff for the illustrations. I am grateful to Dr. A. I 
Thomas and the editor of the Annals of the Rheumatic Diseases 
to reproduce Figs. 2d and 3c (Special Plate) 

The spondylitis clinic is conducted in collaboration with the 
Christie Hospital and Holt Radium Institute, and Dr. Ralston 
Paterson provided facilities for, and Dr. E. C. Easson supervised, 
the x-ray treatment of these patients 


for permission 
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M. G. P. STOKER: LATENT INFECTIONS WITH VIRUSES AND RICKETTSIAE 


a 
Fic. |!—Culture of uninfected human Fic. 2.—-Cytopathic change five days after Fic. 3.—-Cytopathic change five days after 
carcinoma cells (strain HeLa). All pre- infection with herpes virus. Note giant infection with herpes virus; herpes anti 

| parauons X320, stained haematoxylin cell and cytoplasmic processes between body added to medium two hours after 


cells virus. Focal distribution of affected cells 
surrounded by apparently normal cells 


A. M. DESMOND AND B. F. SWYNNERTON: ADULT HYPERTROPHY OF PYLORUS 


Fic. 1.—Elongation and narrowing of pyloric canal with surrounding soft-tissue shadow and duodenal bulbar impression. (Case 18.) 


A. F. ROBINSON ET AL 
HAMARTOMA OF BOWEL 
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Fic. 2.—Elongation and narrowing of pyloric canal with proximal and distal impressions Photomicrograph of tumour (x 5.) 
(Case 14.) 


R. B. THOMPSON AND S. G. M. MacKAY: ALEUKAEMIC MYELOBLASTIC LEUKAEMIA 


AS 


Sections of ribs to demonstrate (a) fibroblastic proliferation; (6) reticulin fibrils. (22 
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1. §. SCOTT AND R. L. GADD: LOCAL ANALGESIA AND KIELLAND’S FORCEPS 


— 


Fic, | Rotation of head through 180 degrees from right 
f interior position (b) by 


Kielland’s forceps under local analgesia has been accompanied 
a primigravida and 


occipito-posterior (a) to left occipito 


by complete rotation of spine Patient was 
baby weighed I! Ib. (4.994 kg.) 


Fic. 2 Spine has rotated to anterior position with occiput, 
abdominal manipulation Mechanical ad 


without traction or 
tion without displacement also demon- 


vantage obtained by rot 
Strated. (a) Forceps applied; (5) after rotation 


Fic. 3.—Direct application of anterior Kielland’s blade between 
palmar surface of fingers and head, which is arrested in trans- 
verse posiuon 


Fic. 4.—-Brow presentation (a) which has become flexed to a 
vertex (b) during traction with Kielland’s forceps 
(All illustrations from films taken during forceps delivery; under 
technical difficulties Where necessary relevant skeletal features 
are outlined.) 


ry 
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J. SHARP: ANKYLOSING SPONDYLITIS C. 8S. DARKE ET AL PULMONARY 
ASPERGILLOSIS 


Fic. | Antero-posterior views of left sacro-iliac joints. a. Male aged 24 with 
typical ankylosing spondylitis, showing erosions of joint surfaces and fluffy 
juxta-articular bone sclerosis. 56. Female aged 42 with severe rheumatoid arthritis 
showing erosions of lower parts of joints with slight sclerosis of adjacent ilium 
Male aged 35, following recurrent rheumatic fever since age of 9, showing . 

erosions of joint surfaces, slight juxta-articular bone sclerosis, and partial fusion 
d. Male aged 34 with Reiter's disease, showing erosions of joint surfaces and juxta Aspergillus fumigatus, showing characteristic 
irticular bone sclerosis. Appearances inc and d are indistinguishable from those fruiting body. (» ) 


in ankylosing spondylitis 


Fic. 2.—Lateral radiographs of cervical spine. a. Male aged 45 with advanced typical ankylosing spondylitis, showing ossifi 


cation of margins of disks with retention of normal central disk spaces, “ squaring” of vertebral bodies, and bony ankylosis 
of some apophysial joints b. Female aged 63 with severe rheumatoid arthritis, showing narrowing of multiple disk spaces with 


irregularity of adjacent vertebral plates and erosions and ankylosis of apophysial joints . Female aged 24 whose rheumatoid 
arthritis started at age of 2, showing hypoplasia of vertebrae, gross narrowing of disk spaces, fusion of margins of adjacent 
vertebral bodies. and bony ankylosis of apophysial joints. d. Same patient as Fig. lc, showing hypoplasia of lower vertebrae 
narrowing and ossification of disks, and bony ankylosis of apophysial joints e. Male aged 44 with Reiter's disease, showing 


ossification of both anterior longitudinal ligament and disk margins 


Fic. 3.—Lateral radiographs of lumbar spine. a. Male aged 52 with typical ankylosing spondylitis, showing osteoporosis, ossi 
fication of disk margins, “ squaring * of vertebral bodies, and bony ankylosis of apophysial joints. 6. Patient illustrated in text 
Appearances normal. Radiographs of cervical spine revealed bambooing of multiple disk spaces. c. Same patient as Figs. 1 
and 2d, showing slight antero-posterior narrowing of vertebral bodies, narrowing of multiple disk spaces without osteophytosis 


and small infractions in opposed vertebral plates of upper two vertebrae surrounded by sclerosed bone. d. Same patient as Fig. 2e, 
showing ossification cf anterior longitudinal ligament. e. Male aged 66 with “ senile ankylosing hyperostosis,”” showing massive 
new bone formation on anterior aspects of vertebral bodies and posterior articular processes 
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THYROID DISORDERS IN NEWBORN 


Fi Cast Showing enlarg cI Fi Case Showing uniformly Fico. 3.—Case 2 Showing unusually 
thyroid cuboidal lining cells with marked varia prominent stroma. (Masson's trichrome 
tion in size of their nuclei (H. and ft x 55.) 


400.) 


R. G. WELCH: ADDISON'S DISEASI 


> 
4 
Sections of adrenal (a) tr patien nd (b) from healthy child of 
arm ige 120.) 


M. ELLIS AND P. WINSTON: ¢ 


aA 

is 


S. COPE: FIBROSARCOMA OF AURICLI 


. 


400.) 


Photomicrograph of section of tumour 


AROTID-BODY TUMOUR 


Fic Tomograph of larynx 2.—Photomicrographs of sections of tumour. (a, x 174; Fic. 3 Tomograph of larynx 
Septe 4 954 Left b, x 190.) September 14, 1956 Left 


vocal cord unchanged 
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THYROID DISORDERS IN THE 
NEWBORN 


BY 
IAN D. RILEY, M.D., M.R.C.P., D.C.H. 
Paediatrician 
AND 


G. SCLARE, M.B., Ch.B. 


Formerly Registrar in Pathology 


[With Speciat 


Disturbances of thyroid function in the newborn have 
been recorded at three periods in the history of thyroid 
disorder The first cases were described before the dis 
covery of the value of iodine prophylaxis in endemic 
areas, the second after its employment, and the third 
following the introduction of thiouracil. Three cases of 


this third type are described in the present paper 


Case | 
Ma yn normally at term on June 55 Ihe 
mother, aged 28, was a primigravida and had had thyroidec 
omy for thyrotoxicosis in 1946. She was treated with 200 
ng f thiouracil daily for a recurrence in the same yea 


On January 5, 1955, she was not fully controlled on 100 mg 
jaily, and was admitted from March 31 to April 10 for 
stabilization. She was receiving 100 mg. daily at the time 

her admission on June 9, and this was continued up t 

The weighed Ib. oz. (2.296 kg.) at birtl 
Nothing abn al was detected, there being no goitre. Of 
the eighth day, when there was very slight thyroid enlarge 
nent, he was noticed to be sweating profusely and to have 
developed a sweat rash. He was irritable, his conjunctivae 
were suffused, and there was no increase in weight for the 
first 13 days. He was pale and his skin was hot to the 
ouch, but his appetite was good. The irritability increased 
and the howed an intermittent fluctuation 
between 97° and 100° F. (36.1° and 37.8° C.) 
odine, 5 minims (0.06 ml.) twice a day, was given with 
phenobarbitone, 4 gr. (8 mg.) twice daily, and the weight 
then rose steadily He was sent home on the twenty-sixth 

3 7.807 ke.) 


temperature 


Lugol's 


lay weighing 6 Ib oz 


Case 2 


Male born six weeks prematurely on December 16, 1954 
The mother, aged 34, a primigravida, had been treated for 
thyrotoxicosis with methyl thiouracil, 100 mg. daily, and 
laevothyroxine, 0.1 mg. daily. Seven days before delivery, 
n spite of a tachycardia of 90 per minute, it was decided 
not to increase the thiouracil for fear of the effect on the 

The infant weighed 4 |b. 4 1.927 kg.), and was cold 
ind cyanosed with visible enlargement of the thyroid 
Special Plate, Fig. 1). Next day the blood urea was 30 mg. 
and the blood cholesterol 104 mg. per 100 ml. By Decem 
ber 24 there was a tachycardia and the skin was moist and 
The baby was tremulous and hyperactive and had 


(36.1°-37.2 


clammy 
an irregular fever, mainly from 97° to 99° fF 
C.), but reaching 102° F. (38.9° C.) on one occasion 
Cyanotic attacks developed with diminished air entry in 
the right lung, thought to be due to aspirated feeds. A week 
later, although no weight had been gained, he was no longer 
hyperactive and the thyroid was a little smaller, but he 
regained the hyperactivity and became very thin. The blood 
cholesterol on January 8, I 


1955, was 124 mg. per 100 ml 
Lugol's iodine, 5 minims (0.3 ml.) three times a day, was 


started on January 21, but death occurred next day, when 
the infant's weight was 4 Ib 14 oz. (1.856 Kg.) 

Necropsy showed the thyroid to be uniformly enlarged 
ind to weigh 10 (see photograph). The gland was firm 
and its cut surface of 
fleshy appearance 

Histology Although 
the interval between 
death and Necropsy was 
60 hours, autolytic 
changes were incor 
The thyroid 


follicles varied little is 


spircuous 


ippearance from one 


part of the gland 
inother They were 

small, of irregular out 
line ind had a scanty 

olloid content which, 

na very few instances, 
showed a solitary cen 

tral vacuole. Thelining * 

for | The unife y niarged thyroid 
ce S$ were uniformly found necropsy in Case 2, cor 
uboidal, but there was pared witl normal gland 
narked variation in the 
size of their nuclei (Special Plate, Fig. 2 The stroma was 
inusually prominent (Special Plate, Fig. 3 

Case 3 
Male born normally at term on Ji 2¢ 1944 T} 


i primigravida, dev ped thyrotoxicosis 
during pregnancy and was treated with 200 mg. of thiou 

five times a day from April 1944, reduced to three time 
daily on May 25 and to twice a day on May 30. For three 


mother, aged 


weeks before delivery thiouracil was discontinued 
The infant weighed 6 |b. 14 oz. (2.764 kg.) at birth. The 
was visible enlargement of the right xe of the thyroid at 


this time, and it was remarked that the baby was “ hyy 
thyroid ” in appearance. Tube feeding was 
occurred, and on July 
o be passed. Death ensued on Ju 


vonmtung 


Necropsy showed the body to be emaciated, with loss of 


nearly all subcutaneous and body fat. Histologically the 
thyroid was devoid of colloid, and the follicies were partially 
or totally occupied by desquamated epithelial cells. Nuclear 
variation of the type seen in Case 2 was not present 


Discussion 

Endemic goitre in the newborn was first described by 
Fodere in 1796, and since that time many cases have been 
reported. In 1935 the condition was present in 50% of all 
vewborn babies in Switzerland and accounted for 10 of 
the neonatal mortality in Freiburg im Breisgau (Aschoflf 
cited by Parmelee et al., 1940). It is probable that bot! 
heredity and iodine deficiency are factors in the production 
of the condition, as it has become less commor nce pro- 
phylaxis with iodine came int use Sporadic cases have 
also been reported with some eque ing the ¢ ical 
picture is similar. The mother usually, but not aiwa 
a simple goitre, and the infant, as a rule, a nodular goitre 


This may be so large as to cause death from respiratory 
obstruction (Peterson, 191! Williamson, 1933 Mitchell 
and Struthers, 1933; Davies, 1943 Kunstadter, 1948 
Seligman and Pescovitz. 1950: Schifrin and Hurwitt, 1951 
Jones, 1951) 

Thyrotoxicosis in the newborn was first described 
White (1912); he had suspected the condition to be preset 
before birth in the foetus of a thvrotoxic mother Suc 
cases are rare (Margetts, 1950). Goitre in the offspring of 
mothers who have received iodine either Vérel 
1949 - Skinner, 1924) or for some other condition (Parmelee 
et al., 1940) has been These goitres were tran 
sitory and diffuse rather than nodular 


goitre 


eported 


not 


Stobhill General Hospital, Glasgow | 
| 
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x ny] thyroid 
I les i w weeks W it 
x € i is Dee rey ted 
I | 1 ) | ath has en known 
K } Su i ha ¢ ound in a 
Dav and es 1945 
n tw Sa eta 952) The 
hyperplasia w 
| s notew r that the hist 
La 2a npara i 
I tox SiS, WI eas 
d 1 hve sia I a type that com 
vborn infant (Sclare, 1956) 
wa ind t 
B aS¢ I does ppear to be any 
f the ther and that 
thers may give birth 
sigt f toxicity may ft 
i 1945: Fischer, 195 
Sa Ki 1954 
tl ude the dis 
tt line level rises d g pregnan 
M é 195] Cook Mar 1956) and that 
{ thyroid has a er er affinity for iodine tha 
" th adult It has a been shown that materna 
t pic hormone ca the placenta (Nikitovitcl 
i K 1955 it d r e ind thi ITac | 
an do so (Freiesleben anc rulf-Jensen, 1947; Frisk and 
Josef 1947). From these facts it would appear that 
h ac acts | depressing foetal thyroxine formation, 
thu fy ng vr luct n of foeta thyrotropic hormone 
ivs ads ti tox It is. he weve 
hat a litary factor also operates, and th 
xplain | ul rf ke cal disorders in mother 
d 
I tu ant ¢ cal questi s to what extent 
1 le foetal ti This is best 
u nainta vw the t ind line abov 
th d sub dir the thio 
! weeks bef del Keynes 52); but the 
th 1iue tl ing tc CluSIV 
ica th ts would gegest. Ce 
t f ti ther demands thiourac 
hould not be d nt 
ses d ed | nded fata 
t } h d to the 1 t is sub tial De 
La iodine is p dD he est drug 
ad to t ant. Stud of the radioactive iodin 
rk \ 1 help to elucidate the condition, but the danger 
at in age renders the method inadvisable 
Summary 


Three cases of goitre in the newborn are reported 
In all three cases the mother had during pregnancy 


received treatment with thiouracil for thyrotoxicosis 
Two of the infants died. The post-mortem appearances 
are described and illustrated 


[he aetiology is discussed, and the question of treat- 
ment is reviewed in the light of cases described 
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ADDISON’S DISEASE IN A NINE- 
YEAR-OLD GIRL 


BY 
R. G. WELCH, M.D., M.R.C.P. 
Senior Registrar to the Children’s Department, St. Thomas's 


Hospital 


(With SPECIAL PLATE] 


[he purpose of this paper is to record a further example 
of Addison’s disease in a child—a very rare occurrence 
-and to draw attention yet again to the great change in 
the nature of the usual underlying pathological process 
that has taken place in the past ten years, coincident 
with, and probably resulting from, the high degree of 
control of tuberculosis now achieved 


Report of Case 


The patient was a girl aged 9} years, the second of four 


children, the parents and the other children all being healthy 
A few eeks after a mild attack of mumps she gradually 
became listless, felt weak, and lost her appetite. There were 
frontal headaches, especially on waking, and occasional 


epigastric pains Giddiness on standing, stiffness and aching 
of the limbs, vomiting, and occasional double vision 
followed in a month or so with loss of weight. After four 
months, too weak even to get out of bed, she was admitted 
to hospital, She was ill, pale, and thin, but the only other 
findings were a slight evening pyrexia and a rapid sleeping 
pulse rate (about 110 per minute). B.P. 100/60 mm. Hg; 
E.S.R. 7 mm. in one hour; Hb 102% ; W.B.C. 8,900 per 
c.mm. (lymphocytes 65%, monocytes 2.5%, neutrophil poly- 
ind eosinophil polymorphs 6.5%). Mantoux 
1:1,000 negative. Chest radiograph clear (a small heart 
shadow). Cerebrospinal fluid normal except for a chloride 
value of 670 mg. per 100 ml. 

An intracranial tumour was considered and the patient 
was transferred to St. Thomas's Hospital. At this time a 
general increase in pigmentation was noticed, including a 
pigmented spot on the lip. She was very miserable, and 
lay curled up in her bed, moaning quietly. She drank fluids, 
but refused nearly all solids (in retrospect, the only foods 
she enjoyed throughout her illness were salty), and vomited 
daily B.P. 105/80 mm. Hg The electroencephalograph 
(E.E.G.) was abnormal; there were theta waves at 7 c.p.s. 
and fast activity at 20 c.p.s., seen in leads from all areas, 
but the record was dominated by asymmetrical irregular 
high-voltage (150-200 «V) slow waves at 2-3 c.ps., of 
greatest amplitude in leads from the left cerebral hemisphere, 
and of lower frequency posteriorly. The E.S.R. was now 


hour. 


morphs 25 


32 mm. in one 


The pigmentation increased rapidly over the next few 
days, and Addison's disease was considered. The day before 


= 


ApriL 27, 1957 ADDISON’S DISEASE IN A CHILD eo, 981 


she died her blood pressure was 100/70 mm. Hg. Three of pigmentation, is characteristic of the condition which, 

hours after this was taken she collapsed and became pulseless, untreated, progresses to a fatal crisis, precipitated perhaps 

The plasma electrolyte values (in mEq per litre) were: by infection, trauma, surgery, or drugs such as morphine or 
sodium 119, potassium 5, chloride 94, and bicarbonate 24; the barbiturates, to which these patients are particularly 
blood sugar 80 mg. per 100 ml.; P.C.V. 44 c.cm. per 100 sensitive. An increased liking for salt is often found—it 
ml. She was given glucose saline containing hydrocortisone occurred in 13 of the cases quoted in the accompanying 
and noradrenaline intravenously and deoxycortone acetate table. The blood pressure may, as here, remain normal 
(D.C.A.) and cortisone intramuscularly, but despite the until the onset of the crisis. Lymphocytosis and eosino- 
administration of 120 mg. hydrocortisone, 100 mg. cortisone, _ philia, reflecting perhaps the low secretion of glucosteroids, 
3 mg. D.C.A., and nearly 5 mg. noradrenaline in the next 23. are noted occasionally. The E.E.G. record showing diffuse 
hours the blood pressure never rose above 70/40 mm. Hg high-voltage slow activity waves is typical 
| and she never became conscious. Three hours before death 


the plasma electrolyte values (in mEq per litre) were: Discussion 
sodium 124, potassium 5.2, chloride 100, bicarbonate : 
tl Vv 4 39 ‘ bl 18; Jaudon (1946) found reports in the world literature of 
158 100 11 — oe mi. and the blood sugar 6) proved cases of Addison’s disease in children under 15 
8 mg. per ml. 
- vears, all but 13 of them being over 10 years. The under- 
Necropsy (Dr. H. Spencer) showed leaflike adrenals |ying condition was tuberculosis in 53, atrophy in five, and 
(30x 10x1 mm.) each weighing about 0 g., which on not demonstrated” in one, whilst in three the symptoms 
cutting had no recognizable cortex. Histologically they complicated hyperplasia of the androgen-secreting cells of 
showed adrenal atrophy see Special Plate) No inclusion the foetal cortex mixed adrenal disease, a relatively more 
e > ) 1] “ac of 
bodies could be seen. Apart from two small areas of peri common condition best considered apart. Since then reports 
vascular lymphocytic cuffing on the outer part of the lenti- of a further 29 cases of uncomplicated Addison's disease 
form nucleus of the brain and chromatolytic changes in a ive appeared, 22 in boys. The details are shown in the 
few nerve cells of the pons and medulla, there were no other table 
histological or anatomical changes of note , 
Thus, including this present case, adrenal atrophy was the 
Cc cause in 11 (55%) of the 20 proved cases, hypoplasia in 
omment four, and tuberculosis in only two (10%). In the 10 cases 
This history of increasing weakness and loss of of where the aetiology was less certain, only one had definite 
vomiting, loss of appetite, and wasting, and the development evidence of tuberculosis Talbot et al. (1952) found tuber 
Summary of 29 Cases of Addison's Disease in Children Reported since 1946 
Age at Leng ated 
Sex Onset of Iline logy ( ditions 
Sik! (1948) M 3 wee ck H lasia (P.M.) 
Geppert, Spencer, and Rich M Bi oaths Trea 7 months 
| mond (1950) 
M 4 years Probably hypoplasia Survive Treated from 18 months 
Moore and Cermak (195 M weeks 7 months Adrenal cysts (P.M.) Ireated with D.C.A 
Prover (1950 M 24 days pl Responded to A.C.T.1H1. at first 
Garra Sampayo, and D M hs months Atrophy (P.M.) 
Piet 
O'Donne!! (1950) M 20 7 
White and Sutton (1950) i 24 years 2 days Fibrosis and calcification Negro child Septicaemia aged 
(P.M.) | mont normal then until crisis 
prec ) rm 
Mautner (1954) M 44 12 Irs Calcification, cause not | Internal hydrocephalus Mentally 
known (P.M.) Sudder 
tated t 
Russel! and Potter (19 M } Unknown; no evidence Pigmented s 
tuberculosis vague fet 
Retarded 
years 
Bickel and Stamm (1948) I 7 ' ym hs | Atrophy (P.M.) Followed severe impe- 
tigo 
Bessman (1948) M 
Burdick, Warthen, Cassidy, M Presented as hypoglycaemia 
and Welsh (1950) 
hypo- | Sister has thrush and Addison's 
lisease 
5 empyema 
1t4 is at 2 froth nor j soe! 
Craig, Schiff, and Boone M j liasis at 23 years ; Brother with monilias s, coe jac 
(1955 sease at jisease, and hypoparathy ism 
4} years; hypopara- 
thyroidism at 6 years | 
I 10 ne 2 yeats . Moniliasis at 34 years; 
? hypoparathyroidism 
Leonard (1946 I _ ae 18 months . Hypoparathyroidism No parathyroids found at necropsy 
from 54 years 
Broch (1946) M 14 6 . . 
Laplane and Fritel (1948) I 12 : 8 * Tuberculosis (P.M Pigmentation only for 18 months 
and then fatal crisis 
Correa and Piera (1952) 114 4 Heart failure 
Mouriquand, Dechavanne M 13 ; ) - Unknown; probably non- | After 4 months’ treatment developed 
and Laage! (1951!) tuberculous faintly positive Mantoux reac- 
tion, shortly before death No 
ther evidence of tuberculosis 
Denrirag (1947) M i! 2 years + Unknown; no evidence of | Chronic malaria 
} tuberculous infection 
Mathesius (1947) M 8 } Presented at age 10 with 3-year 
istory of iline Stunted growth 
Briggs, Goodwin, and Wilson M 12 s Unknown: probably atro- One year later 17-year-old brother 
(1951) phy, possibly tuberculosis lied S weeks of adrenal! 
atrophy Calcified abdominal 
j glands 
Patzerowa (1953) M 12 6 months Unknown; no evidence of 
tuberculosis 
Papadatos and Klein (1954) M 10 . Unknown; no evidence of | Hypoparathyroidism 
tuberculous infection at 54 years 
Rernheim and Francois (1953) F 12 Probably tuberculosis 
| Stanton, Jones, and Marble | M 7 2 2 years Unknown Diabetes mellitus at | Actiology not considered at all by 


(1954) 2+ years ,uthors 


| 
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Summary 
\ { Addison disease due to atrophy of 
the adrena girl of 9 years is sorted. The picture 
fp 38 veakness and listlessness, of vomiting and 
I the de pment of pigmentation is typical 
vf the onset of crisis her blood 
pre wa a 
It en re on Addison's disease in children 
iS reviewed the past ten years more than one-half of 
the ca port “ith a KnOW pathology have been 
c I drenals (adrenocortical contrac- 
tion I ne-tenth to tuberculosis i great change 
fro e findings in a previous review of this subject 
O t of the cases showed evidence of a craving 
creased liking for salt 
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AN UNUSUAL CASE OF CAROTID- 
BODY TUMOUR 


BY 
MAXWELL ELLIS, M.D., M.S., F.R.C.S. 


Surgeon, Roval National Throat, Nose and Ear Hospital 
London ; Ear, Nose, and Throat Surgeon, Central 
Middlesex Hospital, London 


AND 


P. WINSTON, M.B., F.R.C.S., D.L.O. 
First Assistant in the Professorial Unit, Institute 


Laryngology and Otology, London 
Speciat Pate] 


Aberrant parasympathetic nervous tissue often occurs 
near the great vessels of the neck. From this tissue a 
tumour called non-chromaffin paraganglioma may arise. 
sometimes near the bifurcation of the common carotid 
where it is known as a carotid-body tumour, or 
occasionally near the exit from the skull of the internal 
jugular vein, where it is given the name of glomus 
jugulare tumour. These tumours are characteristically 
extremely vascular, and the carotid-body tumour is, in 
addition, closely attached to one or other of the carotid 
vessels by vascular connexions as well as adhesions, often 
simulating an aneurysmal dilatation. Excision of such 
a tumour may be impossible without also resecting a 
length of the adherent vessels. 


artery, 


As the tumour increases in size, pressure on neigh- 
bouring structures may occur, particularly the vagus 
and hypoglossal nerves and the sympathetic nerve trunk 
The internal jugular vein is more often pushed aside than 


invaded. Harrington et al. (1941) state that 40-50% of 


carotid-body tumours become malignant, but Lahey and 
Warren (1947) consider this estimate is much too high 
Metastases to cervical lymph nodes may occur 
occasionally distant metastases 


ind very 


| 
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The interesting and unusual features of the case now 
recorded are the extent of invasion and destruction of 
the internal jugular vein together with pressure atrophy 
of the without any close relationship or 
idherence to the carotid vessels 


vagus nerve, 


Case Report 
A married aged 37 had two years previously, 
»ssibly following an attack of influenza, noticed a swelling 


Jevelop in the left side of her neck. There were no other 


woman 
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which entered and left the tumour, as shown diagrammati 
cally in Fig. B, but this position was not disclosed until after 
considerable dissection. The vagus nerve not identi 
fied. The artery of supply and all the venous connexions 
were ligated and divided and the tumour removed. A small 
lymph node adherent to it also excised. The wound 
healed soundly, was uneventful, and the 
patient left hospital ten days later. The histological report 
(Dr. I. Friedmann) 4 large gland-like tumour. Sec 
tons show a well-encapsulated vascular tumour consisting 
of groups of epithelial cells with poorly defined boundaries 


was 


was 


convalescence 


was 


ymptoms. She attended a local hospital, where in May, closely associated with the vascular spaces and stroma 
453, an enlarged lymph node was removed. Histological (Special Plate, Fig. 2) The growth belongs to the para 
gangl omata, and in view of its site is a s 
] aN, called carotid-body tumour The lymph 
ARTERY node contained no evidence of neoplasm 
m™ VEIN tuberculosis 

x NA 
AROTID ———=t= j There has been no sign of recurrence < 
| the growth (April, 1957), though the voca 
cord has remained paralysed (Plate, Fig. 3) 

Comment 
TUMOUR 

The paragangliomata associated with the 
great vessels of the neck differ markedly in 
their characteristics and natural history, de 


showed 
granulomatous or malignant disease. At 
same time nothing abnormal was found in the upper respira- 


and there was no 


the 


xamination sinus catarrh, 


vidence of 


tory tract. Within two weeks the swelling recurred under the 
scar, and the patient thinks that her voice became husky at 
bout the same time 
She first attended the Royal National Throat, Nose and 
Ear Hospital on September 24, 1954. Her voice was then 
weak and very slightly hoarse. Under a puckered scar 3 cm 
yng and running obliquely in the left side of the neck at 
he level of the upper border of the thyroid cartilage was a 
swelling about the size of a large walnut. It was smooth, 
rm, and painless on palpation, and not pulsatile, although 
ansmitted pulsation There was no bruit The lump 
was partly overlapped by the anterior margin of the left 
sternomastoid muscle, and was mobile laterally but not in a 
vertical plane. There were no other palpable swellings in the 
neck The tonsils were healthy, and the remainder of the 
pper respiratory tract was normal except for the left vocal 
cord, which was completely paralysed and was situated close 
to the mid-line at a lower level than the right vocal cord 
Tomograms of the larynx showed the relaxed condition o 
the left vocal cord (Special Plate, Fig. 1), but no other abnor- 
mality 4 radiograph of the chest was normal. A very 
slight secondary anaemia and also a slight rise in the erythro 
rate were present, but neither was 
Bronchoscopy and oesophagoscopy 


cyte sedimentation 
considered significant 
evealed nothing abnormal 

An exploratory operation was performed on November 1, 
1954. The swelling was found in the anterior triangle, 
partly covered by the sternomastoid muscle, which was 
dherent to it. A smooth, pale grey swelling was then 
clearly defined lateral to the bifurcation of the common 
carotid artery and very slightly adherent to it and to the 
urtery. The mass was ovoid in shape, and 
with its long axis in the vertical plane 


external carotid 
measured 5 by 3 cm., 


Fig. A). There was a communicating vessel between the 
tumour and the external carotid artery. The striking 
feature, however, was the absence of a definite internal 
jugular vein. This was replaced by several small vessels 


relations of tumour 


the middle of the 
well defined and 


their site In 
usually 


pending on 


neck the tumour is 


MMON cements encapsulated and adherent to the carotid 

~ NTERNAL irteries ; higher in the neck it is more diffuse 

VEIN and related to the internal jugular vei ind 

jugular bulb. In the case described above a 

half-way position has been observed in whict 

Fic. B.—Diagram showing anatomical the tumour was situated tn the middle 


the neck and encapsulated, although related 

almost entirely to the internal jugular 
[here seems to be no reason why it should not sometimes 
this character, but enough no 
is been found in tie lite The absence of th 
carotid vessels fac 


n with the internal 


vein 


assume curiously previous 


record | rature 
dense adherence to the ilitated exc! 
but the jugular vein 
leading to its disruption as an entity respon 
sible for the early onset of pressure on the vagus nerve and 


paralysis of the vocal cord. 


usual 
sion close connex 


was prob 


Summary 


A case of carotid-body tumour is described in which 
there was extensive invasion and destruction of the 
internal jugular vein but no relationship or 
adherence of the tumour to the carotid vessels. The left 
vocal cord was completely paralysed. After surgical 
removal of the tumour there has been no recurrence, but 
the left vocal cord remains paralysed. 


close 


thanks are due to Mr. D. J. Connolly, of the Institute of 
for the preparation of the illustrations 
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The smoking habits of English schoolboys were discussed 
at a recent meeting of the Royal Society of Health. Mr 
RONALD W. RAven, F.R.C.S., had analysed material collected 
by the Marie Curie Memorial Foundation from the heads of 
141 schools. “ The problem is a serious one,” he said, “ and 
the habit is widespread in secondary and grammar schools 
The habit starts as early as 8 years and a few of these boys 
tend to become regular smokers. In some primary schools 
smoking is a difficult problem with the 9- and 10-year-old 
group, but the more ‘inveterate addicts’ are in the 
1S5-age group. The percentage of regular boy smokers is 
increasing ; one headmaster found that at 14 and over half 
the boys are confirmed smokers.” 
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A century has elapsed since Virchow (1856) first reported 
the post-mortem findings of pulmonary aspergillosis, and 

in oF disease have subsequently been 
de : While pulmonary asperg i primary 
infection remains a e and mainly occupat il disease, 
ts ice a fatal ) plic illo of cterial infec- 
tio f the lung treated with antibiotics has become 
important with t! increasing use of these agents for the 
treatme or puimonary diseases Fata cases have 
recently een de ed by Abbott t al. (1952) and by 
Rankin (1953), althougl n the latter instance agranulo- 
cytosis and a monilial infection were also present. The 
object of this report is to describe another case of asper- 
gillosis which proved fatal, and to suggest that it is an 


example of secondary rather than primary infection. 


Case History 


4 male road worker aged 63 was admitted to hospital on 
the 18t lay of $pira y fection The illness began 
ac with fever, cougl d left pleuritic pain, and initial 
treatment s with sulphona les There was some re- 
sponse, but later a relapse set in with incr ng breathless- 
ness and rig ded | sy A rout rest radiograph 
taken two years previously during investigation for schizo- 
phr a showed fied tut us : moderate 
emphysema, and pleural thickening at the base of the right 
lung 

Clinical examination now indicated bronchopneumonia 
with a severe bilateral pleurisy, and a radiograph showed 
mottled opacities in the right lower lobe and base of the 

ht upper . -s ture of the sputum, which was mucoid, 
vielded | cavy growth ! Strept ccus viridans and a 
scanty growth f Neisseria catarrhalis Pneumococcus 


Type XXVII was fSolated by mouse inoculation. Blood 


culture was sterile 

Tetrac line, 0.5 g. six-hourly for 4 days and then 0.25 g. 
six-hourly for 8 days, was given Despite this therapy 
the temperature ranged from 97.6 to 102° F. (36.4 to 
38.9° C.) for the next 14 days The general response was 
poor and quite unlike that expected in the ordinary case 
of pneumococcal infection. A chest radiograph taken eight 
days after admission showed the appearance of broncho- 
pneumonia throughout the whole of the right lung with 
excavation in the upper lobe Weakness, delirium, and a 
flushed facies developed, and 14 days after admission the 
sput which had remained essentially mucoid, became 
russet-brown d later black in colour A further radio- 
graph at this ne showed progressive bronchopneumonic 
consolidation in the right lung with spread to the left upper 
lobe, ramphen 2 g. followed by 0.5 g. six-hourly, 
WAS 2g by uth f the next three days, and finally 


me intramuscular injection of 200 mg. of pentamidine as 


well as potassium iodide by mouth. Mental confusion and 
early heart failure developed shortly before the patient's 
death 19 days after admission and on the 37th day of the 
disease. 

A leucocyte count showed a polymorphonuclear leuco- 
cytosis rising in 20 days from 12,000 to 29,000 per c.mn 
A radiograph taken on the day before death showed exten- 
sion of the disease to the whole of both lungs with multiple 
abscess formation, particularly in the upper lobes. Culture 
of the sputum at intervals showed little change in the bac- 


teriological flora, which throughout remained sensitive to 
tetracycline and chloramphenicol. No acid-alcohol-fast 
bacilli were found on several examinations. Complement- 
fixing antibodies to influenza virus A and B, to the psitta 
cosis-LGV group of viruses, and to Rickett r 
not detected Cold agglutinins and agglutinins against 
Streptococcus M.G. were not found 

In view of the lack of clinical response, and unusual 
radiological course, and the colour of the sputum secon- 
dary fungus infection of the lung was suspected Direct 
examination of the sputum for yeast or mycelia! nts 
was consistentiy negative, Dul specimen tak wi ivS 
before death yielded, after 48 hours, a growt f S 
which was identified as Aspergillus fumieat 

Post-mortem Examination Positive findir ot 
fined to the respiratory system The rvi I { 
main bronchi showed congestion only There ¢ d 
pleural adhesions on the anterior surface of t pper 
lobes. Both lungs showed extensive pneumor da 
tion with a scattered cystic appearance I} rti 
cularly marked in the left lower lob where there ere 
small, ragged abscess cavities Thrombosis of ti nall 
pulmonary arteries was evident in the left lung. We e 


parations of scrapings from the abscesses revealed the fruit- 
ing heads of an Aspergillus. Cultures taken under sterile 
precautions from the main bronchi and from two separate 
lung lesions yielded a heavy growth of a mould of the 
genus Aspergillus, which was kindly identified for us as 
4. fumigatus by Dr. Jacqueline Walker, of the Mycological 
Reference Laboratory. A scanty growth of this mould was 
also obtained from the spleen. 

In the lungs the general histological picture was that of a 
resolving pneumonia with abscess formation In the left 
upper Icbe there was an acute inflammatory exudate, mainly 
cellular, but fibrinous in some places. Other areas showed 
similar pneumonic changes with abscesses but with evidence 
of some resolution. Most of the abscesses were lined by a 
layer of fungal mycelia about 10 » thick, and in one cavity 
the characteristic fruiting bodies of A. fumigatus were found 
(see Special Plate). The bronchial mucosa was mainly intact, 
and the bronchioles contained pus but no fungal mycelium 


Discussion 


Although death was due to a diffuse bacterial pneumonia 
and pulmonary arterial thrombosis, there was histological 
evidence that resolution of the pneumonia had begun. Anti- 
biotic therapy had, however, failed to limit the spread of 
pneumonia, and was complicated by the growth of a fungus 
which had invaded necrotic areas in both lungs The 
eradication of a fungus infection in these circumstances is 
difficult, although in this instance specific therapy was em- 
ployed only terminally. 

In cases of pulmonary aspergillosis, iodides in full doses 
and neoarsphenamine have been used (Conant ef al., 1954), 
although they were found by Hinson ef al. (1952) to be of 
no value in two of their cases. The latter authors state that 
A. fumigatus was inhibited in vitro by “ M. and B. 938” 
(4: 4-diamidinodiphenylamine dihydrochloride) in a con- 
centration of | in 100,000. This substance was used by them 
im one case with equivocal results, and unpleasant hypoten- 
sive symptoms followed intravenous injection. 

In the present case the strain of A. fumigatus was found 
to be resistant to the commonly used antibiotics and also to 


— 
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isoniazid and p-aminosalicylic acid. In carrying out the 
sensitivity tests there was no evidence that the growth of the 
mould was stimulated in vitro by low concentrations of the 
antibiotics. 

\ctive research is at present being carried on in many 
centres to develop fungistatic agents, and certain information 
is now available on the new antifungal antibiotic nystatin, 
which has been used in certain fungus infections, particularly 
intestinal moniliasis (Newcomer ef al., 1954-5). With the 
possibility of similar agents becoming available for the 
treatment of fungal infections, it is clear that an aspergillus 
intection should be considered in every case where a respira- 
tory infection fails to respond to antibiotics, particularly 
if lung destruction is _ present In such cases special 
attention should be paid to examination of the sputum for 
moulds both by direct means and especially by culture. In 
direct wet preparations the mature conidiophores of A. 


fumigatus have a pale-brown colour, and their resistance to 
4% caustic soda permits the use of this substance to digest 
the sputum and so facilitate their recognition. Myceliai 


fragments may also be detected by the periodic-acid—Schiff 
reaction, which is invaluable for the detection of fungi in 
paraffin-wax sections of sputum or tissue, although we have 
had no experience of its use in direct wet preparations. 

The strain isolated from this case produced an abundant 
growth on blood agar after 48 hours’ incubation at 37° C. 
When there is heavy bacterial contamination of the sputum, 
penicillin and streptomycin may be added to the medium to 
inhibit other organisms (Conant ef al., 1954). The fungus 
is identified by its colonial appearance and its microscopical 
morphology For the latter purpose a portion of the 
growth may be mounted in a drop of lactophenol cotton 
blue, or, to obtain better preparations, agar block culture 
should be used 

Although there is no evidence that the antibiotics caused 
the patient’s death, it seems likely that they favoured the 
saprophytic development of a fungus which led finally to 
direct invasion of the tissues and death. 


Summary 


4 case of pulmonary aspergillosis complicating a 
diffuse bacterial pneumonia is described. Although 
there is no evidence that antibiotic treatment caused the 
patient’s death, it seems likely that the antibiotics 
favoured the saprophytic development of a fungus which 
finally directly invaded the tissues and led to a fatal out- 
come 

Methods of investigating and treating similar cases are 
put forward 


We would like to thank Mr. C. A. Lambourne for technical 
assistance and photography. 
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BRONCHO-PULMONARY ASPERGILLOSIS 
REPORT OF A CASE 
BY 
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AND 
J. M. REID, M.B., M.R.C.P.Ed. 


From the Thoracic Unit, Mearnskirk Hospitai 
Renfrewshire 


Fungal infections of the lungs were first described in a 
variety of animals early in the nineteenth century, birds 
and horses being the commonest victims. The credit 
for the first account of this infection in human beings 
is given to Hughes Bennett (1842), but some doubt exists 
as to the validity of his description of the infecting 
fungus. The earliest definite identification of the asper- 
gillus came from Sluyter (1847). Since that date the 
world literature on this subject has grown progressively, 
but contributions from this country have been sparse 

In 1952, however, broncho-pulmonary aspergillosis 
was admirably reviewed in this country by Hinson et al. 
In their paper eight new cases were reported, the myco- 
logy and literature considered exhaustively, and reference 
was made to both medical and surgical treatments for 
the condition. Resection measures were applied where 
the infection was confined to a lobe or a lung. In the 
medical management of more general disease “ M. and 
B. 938 ” (4: 4’- diamidinodiphenylamine dihydrochloride) 
was used both as an inhalant and an intravenous medi- 


cation 

The case now described is of interest in that (1) it 
arose in a man working in close proximity to a cotton- 
mill ; (2) the initial diagnosis was that of possible lung 
cancer ; and (3) the correct diagnosis became obvious 
when Aspergillus fumigatus was grown on pure culture 
from aspiration material obtained at bronchoscopy 
This led to the intravenous use of hydroxystilbamidine 
with considerable and sustained improvement in the 
clinical and radiological pictures. 


Case History 

The patient, a man of 62 years, had worked from the 
age of 26 onwards as a brass-dresser in a foundry. For 
many years before this present illness developed the 
premises adjacent to his place of employment had been used 
as a cotton-mill. His position while working exposed him 
to heavy clouds of cotton dust which emanated from the 
mill. Bronchitic afflictions, according to him, were common 
amongst his co-workers. 

In August, 1955, he sustained a back injury when a heavy 
beam fell on him from a moderate height. No skeletal 
damage resulted, but he dates his symptoms of cough and 
sputum production from this event. In the next few weeks 
the cough became increasingly troublesome and was accom- 
panied by progressive exertional dyspnoea. The coughing 
was so severe that vomiting occurred on several occasions 
The sputum was copious and mucopurulent, but never 
blood-stained. Lassitude was marked, but there was neither 
chest pain nor undue weight loss. These symptoms led 
to radiological examination of the chest with the discovery 
of an excavated lesion in the left lung, and his admission 
to the Thoracic Unit, Mearnskirk Hospital, on November 
29, 1955 

Clinical examination showed a pale, thin, lethargic man, 
with slight finger clubbing, but no cyanosis or dyspnoea at 
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A : iled a la abscess cavity green, or hydroxystilbamidine in A. fumigatus tectior 
fluid ’ g the great art of the left but his paper was not published until after the death 
d x d i han throughout our patient 
f I} tw s ol Aspergillosis may be a primary infection, or, prob 
were nore frequent! it may imvolve tissues already damag 
ca 1 was by disease—for example, bronchiectas yronch car 
d Th we pious | lent Yr ind noma, or tuberculosis. In the present case the initial diag 
a of ti va nosis sted between a tuberculous excavation, and a lung 
A ra t abscess either of primary type or secondary to lung ne 
t \ J howed , pla Serial bacteriological culture ruled out the forn 
fl while bronchoscopy coupled with the progressive 
i $s va ide and th per od of radiological mopre vement eXc uded tf 
' dw ¢ atte This infection was therefore felt to be primary 
xa t it ve gin Marshall and Perry (1952) described three. ty; 
1 i primar involvement 1) acute tracheo-bronchitis 
! ! tt ha 2) bronchopneumonia, both of which are rare; and (3 
F } py Ww ited oF chronic process simulating either tuberculosis or neoplasn 
6. with j f h s tior Th It third category would appear to cover our case 
t i Ur ungus on! An interesting feature of the case, and one which mu 
ex t t was ident remain a matter of conjecture, is the possibility of 
i ispe x LOT the secondary renal involvement by the fungus, presumably due 
" and on Czapek's to haematogenous spread, which has been reported in t 
ir literature. Death resulted in circumstances which suggest 
f th n ! d K-S! d vesicles enal failure, although previous examination of the uri 
. vded st ita n ned t while the patient was hospital failed to reveal the fungu 
ven Tho Ra 1945 y 1. fumigatu Presi i too, if renal involvement had been present 
us Tt tf vet strain = would appear that the stilbamidine therapy had been 
j the at t whit é dark green effectiv 
verse, Ws A final point concerns the occupational hist and 
C g pa wn in two to three quires little stressing. The disease occurs predominat 
those handling infected grain, flour, etc. (Norris and Landis 
Y xystilbamidine therapy was thereupon 1920; Davidson, 1948) Heppleston and Gloyne 949 
1, a two ten-da of 0.15 g. daily were mentioned its occurrence in coal-miners 
' vith a seven-da t betw courses. Pro- 
vical and radiological improvement resulted Summary 
’ therapy in a ¢ ¢ of 500,000 units thrice A case of primary broncho-pulmonary aspergillos 
re one which ended fat ally despite a temporary favourable 
response to hydroxystilbamidine and nystatin therapy 
on ty is described. Death occurred in circumstances suggest- 
wih of nelsserinn 6 ure. Wo veast-like struc ing renal failure, though Aspergillus fumigatus had ni 
, d vered. and no furth »] investigations been isolated from the urine 
= We acknowledge with pleasure the assistanc rded us 
p t was disc d mm hospital on March 3 Mr. R. S. Barclay, thoracic surgeon, in whose the f 
) ! He continued to report at tervals was treated We are indebted for the careful bacteriolog a) in 
' t supe n At his last attendance on vestigations to Dr. L. G. Bruce, consultant icteriologist, an 
10 x nation further clearing and lso Mr. J. C. Gentles, medical mycologis t Wester 
sce t id al t totally disappeared There Infirmary, Glasgow. 
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[ A ” f i the sp is of quite and Wilk Baltimor 
diagnosis of ich : aspergillosis Milk can now be frozen and stored for at least a ye 
ase it. as Hins et al. (1952) ted out. suc without deterioration, it is claimed A method of doing 
: ter | th licated more this has been developed by the National Institute f 
s diag tic » ft er-stone which was Research in Dairving, with financial Suppo trom the 
gical dt which they National Research Development Corporation and 
{ ur ill three of their cases. In our discussed in the corporation’s annual report published last 
T it was sit crop was not month (H.M.S.O., price 1s. net). Pasteurized milk is treated 
i treatment wa t sible in the with ultrasonic waves, poured into polythene bags, and 
f th ss. | ud the sput findings were quickly frozen in a brine bath The report mentions the 
od b tura tion from bronchial secretions commercial possibilities of frozen milk, which include “ the 
arv funeus id i as A. fumieatus Fresenius provision resh milk for passengers throughout long se: 
} ponse to hvydroxystilt dine therapy voyages, storage of milk during times of over-productior 
th tems \ 2 f g d ned to support and shipment to countries where good-quality fresh milk is 
Agr The patient showed progressive radiological unobtainable.” The corporation, to whom the patent rights 
ment over t space of nine months. Riddell (195¢ have been transferred, has licensed two British firms, who 
ns the efficacy of inhalations of nystatin, brilliant expect to go into production shortly 
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FIBROSARCOMA OF RIGHT AURICLE 


BY 
S. COPE, M.D., M.R.C.P. 


Medical Registrar, Royal Southern Hospital, 
Liverpool 


[With Special PLATE] 


[he following case of cardiac tumour is reported as 
showing a Clinical picture which, although unusual, 
hould not be impossible of recognition. If this case 
id been diagnosed during life surgical intervention 
gt had a outcome, and for this 
eason it is proposed to describe the case in some detail 


it have successful 


Case Report 

The patient, a woman aged 40, was admitted to hospital 
n March |, 1956 In September, 1954, she had been ir 
hospital suffering from biliary colic, for which cholecystec 
gall-bladder was thickened and 
Subsequently 
wher 
she com 


ind, al- 


my was performed The 
brosed and contained several gall-stones 
he had remained in good health until the end of 1955 
ve became listless and tired In January, 1956 
plained of generalized aches and pains in the limbs, 
though she was apyrexial, mild influenza was diagnosed and 
she was confined to bed. On January 10 severe pain in the 
right hypochondriam and epigastrium associated with nausea 
leveloped During that day she had three further such 
but findings on physical examination were negative 
ipart from the suspicion of slight jaundice. Four days later 
she was still suffering from bouts of pain and nausea, and 
liarrhoea and severe weakness had also developed There 
the major systems. In 


outs 


were no abnormal signs in any of 


irticular the heart sounds were normal, there was no tachy 
cardia or arrhythmia, and the blood pressure was 100/80 
nm. Hg 4 surgical opinion was that there was no acute 
ibdominal condition requiring emergency treatment An 
lectrocardiogram was normal, as also was a radiograph of 


the dorso-lumbar spine 


Nausea with vomiting and diarrhoea persisted, together 
with pain in the right hypochondrium In addition the 
patient had two alarming attacks in which she almost co! 


ipsed, complaining of feeling cold and faint and a sense 
Examination was again negative apart 
jaundice, and on the advice of 
the surgeon the transferred to hospital On 
idmission she was apyrexial and in good general condition 
but moderate 


f impending death 
from slight, but now definite 
patient was 


There was no anaemia, wasting, or dehydration 
was present Examination of the abdomen was 
1egative Blood pressure 130/90 mm, Hg; pulse regular 

heart sounds normal and no murmurs heard Lung fields 
clear and no detected elsewhere Results of 
blood examination mean corpuscular 


iundice 


abnormality 
haemoglobin 89 


haemoglobin concentration, 28 W.B.C., 20,000 per c.mm 
(increase due to a polymorphonuclear leucocytosis) Non- 
protein nitrogen, 30 mg. per 100 ml. Stools normal. Urine 
contained bile but no other abnormal substances Serum 
bilirubin, 5 mg. per 100 ml. Thymol turbidity, units ; 


thymol flocculation and zinc sulphate flocculation, negative 
Serum alkaline phosphatase, 9 units ; serum proteins 
per 100 ml. On the following day examination by 
x-ray of the chest and a barium meal showed normal results 

The abdominal pain and jaundice persisted, oedema of the 
ankles developed, and albumin appeared in the urine. There 
was no fever, but a repeat white blood count showed a 
leucocytosis of 19,000 per c.mm 

I first saw the patient on March 7. At this time her 
general condition was reasonably good. There was moderate 
jaundice, with now an extensive oedema of the legs, abdo- 
men. and back as far as the lumbar region. The liver was 
enlarged to about three fingerbreadths below the costal 
margin. soft, tender, and with overlying muscular rigidity 
There was no engorgement of the jugular veins, and the 
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lung bases were clear The blood pressure was 125/85 
mm. Hg, and the heart appeared normal in all respects 
Oedema, albuminuria, and leucocytosis with no congestive 
signs above the diaphragm indicated a thrombosis of the 
inferior vena cava The cause of this was in some doubt 
In view of the gall-stones, the present pain, 
jaundice, and tenderness in the right hypochondrium, the 
liver appeared to be the primary site of disease It was 
postulated that there had been a recurrent stone with subse- 
quent infection and the development of hepatic-vein throm 
bosis spreading back to involve the inferior vena cava. This 
somewhat tortuous mechanism seemed to cover all the facts 


previous 


better than prima hepatic-vein thrombosis Further 
investigation showed: serum albumin 3.4 serum globulir 
3.1 g. per 100 ml. ; Wassermann reaction negative ; blood co 
igulation time normal; non-protein nitrogen, 65 mg. per 


100 ml., blood culture negative ; in the urine a large quantity 
of albumin, a few epithelial cells, and hyaline casts 


During the next few days the patient's condition deterior 


ted. The jaundice fluctuated and she had repeated attacks 
t pain with profuse sweating and a feeling of weakness 
nausea was troublesome, though vomiting was only occa 
sional The rigidity and tenderness in the right hypo 
chondrium were constant, the liver was unchanged in size 
ind consistency, and there was some ascites The oedema 


was gross and the patient complained of cramp-like pains 
in the legs, thought to be due to accumulation of fluid. The 
temperature was subnormal Blood pressure 
and lungs were normal The count was still 
20,000 per c.mm. and liver-function tests gave normal results 


On March 17 


pulse, heart 


leucocyte 


small purpuric spots were seen on the lips 
palate, and diffusely over the skin. A harsh to-and-fro 
murmur was heard over the praeccordium, and though its 
curious quality was noted it was presumed to be a pericardial 
rub There were several points against the diagnosis of 
hepato-renal failure, but even so a more satisfactory explana- 
tion of these various signs was not forthcoming 

Over the next 48 hours the patient's condition deteriorated 
further, and she died in coma on March 20 

Post-mortem Examination 

At necropsy the relevant findings were as follows 

A number of dilated veins were present at the lower end 
of the oesophagus 

The lungs showed gross congestion and oedema There 
were several pulmonary infarcts ; these were of recent origin 
and due to the presence of masses of thrombus in the major 


and minor branches of the pulmonary artery. The thrombi 


appeared to be embolic in nature. 
There 
heart, 


surface of the 


straw-coloured fluid was 


were 
and about 2 oz 


numerous petechiae on the 


(57 ml.) of 


Photograph of the tumour 


found the | diun The ht auricle and ventricle 

| large led, somewhat gelatinous 

the upper part of the medial wall of 

th I The t yur measured about 

6.4 8 ind p 1 tl gh the tricuspid 

’ the right ventr Over the rface of the tri- 

pid d end rdium of the auricle was an area 

ne < which were nume! s fibrin vegetations 

appar ly caused by friction between the tumour surface 

and ndocard The aorta, great vessels, and coronary 
arts were la 

4 considerable quantity of slightly turbid yellow fluid was 

present in the abd 

The liver was enlarged and showed gross changes of 

chronic venous congestion TI ») thrombus in any 

of hepatic veins. The inferior vena cava was obliterated 


fairly recently formed thrombus This appeared to 
ited at a point near the orifices of the hepatic 
extended throughout the entire length of the 
und iliac veins The thrombus passed 
hepatic and renal veins, but did 
not extend into them, The and splenic veins contained 
no thrombus. No indication of the cause or origin of this 
thrombus other than venous stasis due to back pressure by 


have origir 
and it 
inferior 


across the openings of the 


vena Cava 


nortal 
porta 


the tumour could be detected 


Histology of the Tumour (see Special Plate) 


A cellular tumour, the cells being spindle in type and 
showing pleomorphism and an occasional mitosis No 
infiltration of surrounding tissues was noted in the sections 


examined Special staining methods revealed no evidence 
s-striations to suggest a myomatous origin, but did 
moderate amount of intracellular collagen The 
tumour therefore appeared to be of fibroblastic origin, and 


was considered by the pathologist to be most probably a 


of cro 


reveai a 


low-grade sarcoma 
Discussion 
In a review of tumours of the heart Prichard (1951) states 
that such before necropsy, 
largely because there is little knowledge of their natural his- 
of sarcomata Prichard was able to 


tumours are rarely diagnosed 


tory The total number 

find in the literature was 113, of which the majority were 
infiltrative or sessile, but some 20 were polypoidal. 
Whorton (1949), who also analysed the types of cardiac 
tumour, classified 41 as “spindle-cell neoplasms” of the 


type described in the present Hurst and Cooper 
(1955) state that primary sarcomata occur most frequently 
in the right auricle and right ventricle—a point also noted 
by Prichard. Of Yater's (1931) series of 48 sarcomata, 18 
were in the right auricle—an Mandelstamm’s 
(1923) series of 11 primary malignant tumours im this site 
out of a total of 26 

There are several types of clinical picture arising from 


case 


extension of 


tumour of the right auricle In a discussion of myxoma 
Bahnson and Newman (1953) mention four possible syn- 
dromes: (a) obstruction or regurgitation at the auriculo- 
ventricular valve, varying with time and the position of the 
patient ; (b) syncope and reactional tachycardia with posi- 
tional changes ; (c) dyspnoea ; and (d) a syndrome resembling 
subacute bacterial endocarditis Weller (1940) emphasizes 
the symptoms of respiratory involvement and also describes 
two cases with superior vena caval block. Hurst and Cooper 
mention that inferior vena caval obstruction may be the 
presenting feature. Whorton also notes this and quotes four 
cases from the literature In one of these (Raw, 1898), 
although the fibrosarcoma had infiltrated directly into the 
inferior vena cava causing thrombosis of the upper third, 
the clinical picture was rather that of dyspnoea due to 
haemorrhagic pleural effusion 

In the present case the original two episodes of collapse 
may well have been due to temporary impaction of the 
tumour in the A.V. ring. Subsequently intermittent obstruc- 
tion of the inferior vena cava occurred, giving rise to acute 
hepatic congestion and pain. Eventually, as a result of this 
repeated obstruction, thrombosis of the inferior vena cava 
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occurred, producing oedema, albuminuria, and enlargement 


of the liver The next stage would appear to have been 
impaction of the tumour in the tricuspid orifice, when the 
harsh to-and-fro murmur was discovered, the patient dying 
within three days The fact that the liver was soft and 
tender in the ‘presence of slight jaundice, normal liver- 
function tests, and the absence of fever might have suggested 
that it became congested only when the signs of inferior 
vena caval obstruction were noted An acute obstruction 
as anatomically high as this should then lead to considera- 


tion of a tumour of the right auricle as a possible cause 


particularly as collapse with a sense of impending death is 
so frequently a symptom of an intra-auricular mass 

In the present case, although the tumour is regarded as a 
fibrosarcoma, the polypoidal appearance and the absence of 
infiltration suggest that, if it had been diagnosed reical 
removal might have been feasible 


Summary 

A case of fibrosarcoma of the right auricle in which 
the tumour gave rise to the clinical picture of acute 
obstruction of the inferior vena cava is described 

The relevant points in the literature 
reviewed. 

It is suggested that this type of case, if diagnosed, may 
be amenable to surgical treatment. 


are briefly 


I should like to thank Dr. Monica Hurst for her detailed 
notes on the patient’s progress before entering hospital The 
pathological reports were prepared by Dr. Charles St. Hill, and 


the slides by Mr. Elliot, senior laboratory technician. I am also 
grateful to Mr. R. Doyle and Dr. R. W. Brookfield for permis- 
sion to publish this case. 
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ALEUKAEMIC MYELOBLASTIC 
LEUKAEMIA 
EFFECT OF CORTISONE THERAPY 
BY 
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Department of Medicine, Royal Victoria Infirmary and 
King's College Medical School, Newcastle upon Tyne 


AND 


S. G. M. MACKAY, M.B., B.S. 
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That cortisone may have an adverse effect on at least 
some cases of myeloblastic leukaemia is not generally 
accepted ; the course of the illness described in this 
paper, however, provides evidence that such therapy 
may sometimes be disastrous. The case is also of 
interest in that it supports the suggestion that certain 
cases of “ aleukaemic myelosis ” and “ myeloproliferative 
syndrome” bear a close relationship to frank myeloid 
leukaemia. 
Case Report 
The patient was a woman aged 51 years 


Her initial 


complaints of lethargy, exhaustion, and shortness of breath 
for one month had by the time of her first clinical examina- 
Increasing pallor had been 


tion become extreme. »bserved 


z= 
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for the same period; there was also loss of appetite and a 
tall in weight by over 8 |b. (3.629 kg.). Apart from increased 
nd amount of menstrual loss over the previous 

year there had been no history of bleeding. From child- 
hood until the age of 32 she had been treated from time to 
time with iron preparations. Two years before the present 
iliness she had probably suffered from methaemoglobin- 
aemia following sulphonamide therapy; at this time her 
blood count was normal. This was the only history of 
exposure to any potentially toxic substance. The patient's 
mother was known to have received regular treatment 
wing a clinical diagnosis of pernicious anaemia. Physi- 

cal examination revealed marked pallor without any hint 
cteru The liver, spleen, and lymph nodes were not 
enlarged ; there were nc skin lesions, no purpura, and no 
sternal tenderness. There were occasional spikes of fever 

(37.8° C.) 


up to 100° F. 
The initial blood 


frequency 


count showed: 


R.B.C. 2,890,000 per 


c.mm.; haemoglobin 7.6 g. per 100 ml. (51%); P.C.V. 22 
c.cm. per 100 ml M.C.V. 76 cw; M.C.H. 26.0 pug. ; 
M.C.H.C, 34.6 The reticulocyte count averaged 0.4% 


The white cell count averaged 3,000 per c.mm initial 
differential counts were neutrophil polymorphs 60%, lympho- 


cytes 37 monocytes 2.5%, and plasma cells 0.5%. Plate- 
lets appeared scanty on smears and counts averaged 
80,000 per c.mm.; no abnormal forms were seen. Bilirubin 


is less than 0.1 mg., iron 152 ug., and urea 47 mg. per 100 
ml. of serum. Alkaline phosphatase was 7.8 units (Jenner 
und Kay). There was histamine-fast achlorhydria. Radio- 
| appearances of chest and upper gastro-intestinal 
C normal. A very small amount of marrow was 
spirated with difficulty from one iliac crest; the specimen 
was too poor for detailed differential counting, but erythro- 
clearly normoblastic and no abnormal cells 
b biopsy showed normal bone ; the marrow 
spaces, however, were largely filled by proliferating fibro- 
blasts (Special Plate, a), and scattered among these were 
normal marrow cells, with a predominance of the granulo- 
cytic series ; there were many reticulin fibrils (Special Plate, 
b Repeated differential counts were made on the peri- 
pheral blood during the first ten weeks of observation. 
Occasional primitive myeloid cells were found and, more 
rarely still, normoblasts (see Graph). These 
findings were not considered surprising, in 
view of the fibrosis of the bone marrow. 
During this period the haemoglobin level 
was maintained by transfusion ; the clinical 
picture did not change 
Because of the clinical findings and the 
diffuse fibroblastic proliferation in the 
marrow, together with a pancytopenia, 
treatment with cortisone was discussed. It 


t were 


Was 


were found Ar 


ALEUKAEMIC MYELOBLASTIC LEUKAEMIA 


Barrisu 
Mepicat JOURNAL 


989 
production of primitive myeloid cells; indeed, the peri- 
pheral blood picture became frankly leukaemic. The spleen 
became palpable for the first time, the tip reaching two to 
three fingerbreadths below the costal margin. Cortisone 
was then withdrawn and a course of 6-mercaptopurine was 
given with a very satisfactory haematological response. The 
total white cell count fell and the leukaemic cells almost 
disappeared. Transfusion frequently ; 
indeed, the haemoglobin level began to rise spontaneously 
Clinical improvement was not so satisfactory, and after a 
period of intense weakness the patient died suddenly on the 
175th day of observation. Unfortunately, necropsy was not 
performed, 


was required less 


Discussion 
Ihere seems no doubt that the patient was suffering from 
an unusual variant of myeloid leukaemia. This type of case 


has been well discussed in recent years by Heller er al 
(1947), Merskey (1949), Dameshek (1951), Hutt ef al 
(1953), and Black-Schaffer and Stoddard (1953) These 


authors have stressed the close relationships which these 
cases have to chronic myeloid leukaemia on the one hand 
and polycythaemia on the other It has been suggested 
that proliferation of marrow cells is the common factor 
which in cases leads to the production of excessive 
granulocytes and in others to excessive erythrocyte forma- 
tion. Either condition may be accompanied by a thrombo 
cytosis and by fibrosis of the marrow, or the latter may be 
the predominant feature. The true nature of the underlying 
process in cases showing mainly usually 
very difficult to determine. The here 
described would certainly support the contention that some 
at least of these cases are very closely allied to myeloid 
leukaemia This concept of myelofibrosis excludes, of 
course, those cases secondary to granulomatcus deposits in 
tuberculosis, sarcoid, and Hodgkin's disease, secondary to 
carcinomatous deposits, and resulting from various 
chemical and physical agents The case described here 
differed from most published cases of “ myeloproliferative 
disorder” or “ aleukaemic myelosis” in having no spleno- 
megaly until the terminal leukaemic phase. A similar case 
(Case 2) was recorded in the series reported by Hutt er al. 
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course of the case 
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was felt that such therapy might raise the 
haematological values and produce clinical 
improvement as well as possibly checking 
the fibroblastic proliferation. The possi- 
bility that the disorder might be related to 
myeloid leukaemia, and so might be made 
worse by cortisone therapy, was thought to 
be remote, and treatment was started on 
the 72nd day of observation. At first the 
effect was gratifying ; the patient's clinical 
condition improved and she felt stronger 
than for some weeks. Within eight days a 
remarkable outpouring of primitive myeloid 
cells began, however, and the cortisone 
dosage was reduced. The initial clinical 
improvement was not maintained on this 


THOUSANDS /CU. MM 


LEUKOCYTES 


began to complain of weakness and severe 


TRANSFUSIONS 


reduced dosage, however, and the patient 10 
°. 


pain in the limbs. After much discussion 

the dosage of cortisone was raised, and 

there followed a return of well-being and DAYS. a o - - 

disappearance of the limb pain. An even 
PROMVELOCY TES 


more remarkable rise in total white cell 
count then occurred with an increase in 


Graph showing haematological findings and treatment. 
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, - Scott (1955). and by Havhoe Manchester Royal Infirmar 
i 19 i clear e responses 
[Witu SPectat 
ast k It see ke there 
that € A cc cra 
nko proce ler th teroids. At Haemangioma of the gastro-intestinal tract is a very 
- t incommon condition, rarely diagnosed without laparo 
' tl , It tomy. Like Guy and Cooper (1950), we believe that this 
imitted! t ficult 1 uish a lymp! warrants the reporting of all cases. The case we now 
cyt uka 1. With care, how lescribe is instructive in that the diagnosis was no 
P spected before operation, and the result of exploratory 
isiona snow ‘ e of he le rar 
ipa omy and excision of the lesion was dramatically 
In the id $s oF st Kae 
favourable 
m 
euk | the dis Case Report 
ds it esc } see tant 
\ i 46 was adi ted to hospita the ea 
te i sis the tvpe f leukae a 
ke as accurate a diag 7 : . \ » 1955. On the eviou vening, while 
‘ rin t tv that 1verse 
ca suddenly eit unt and hax a desire t 
i 

lefaecat Hk inaged to drive home a few miles ind 
77 n with bright red bloo 

Summary i wil ent ea i¢ SIX day 

1S e had had a brief spe of nausea, vomiting 
» ) “ emic T > Miz } thir 

A sUSUSL Case f aleuka ryeloid leukaemia ind diarrhoea which he attributed to something he had 
with f blastic proliferation in the marrow is presented af b he had felt perfectly well on the da f onset 
wh mn treatment vith tisone he : e fr nkly +} ectal bleeding He had alwavs be i alti ma 

k ic and ended fatally in spite of a haematological h fiv ears previously there had been a little recta 

vith 6-me Mtopurine therap ding d to be due to h hoids. The had beer 
\ ght loss and no d spe] | 
Ac as De; a On admission he was not shocked, th« ugh his own doct 
hy. k College, Newcastle upon T for 
, id found him to be in a state of shock about an hour 
a efore Abdominal and rectal examination revealed n 
Rees i ality xcept the presence of fresh blood in the 
) ‘ m is Next morning he was passing dark fluid blood 
‘ I in 
+ - . his haemoglobin was 74 There was no evidence of any 
Ww R and ¢ G. ibnormal | ding tendency 
4MA ‘ , o4 
Gra ' °. 6 Over the next seven days three attacks of melaena 
1a - iSs ated with shock occurred, and on each occasion blood 
23 trans! nm was required. During this week the haem« 
M ‘ globin level was never above 60% in spite of the infusior 
Rr 1 total of 6 pints (3.4 1.) of whole blood and ? pints 
4 f packed red cells. On May 2, after the second 
\ 6. 8 uttack of bleeding, he was seen by one of us (A. F. R.), and it 
fe 
M r vas decided that any further bleeding would necessitate 
rgent operat Thereafter his progress was observed 

I t ( Health | » ha d ointly by the medical and surgical units concerned. Opera- 
: held j 4 RMA tion Ww finally performed on May 6 after the third attack 
H I eP Cancer f bleeding, which, like the others, led to a rapid deteriora 
I i ¢ ; P t i on in the patient’s general condition. At no time had there 
Tr ( P f « | been abdominal tenderness or any sign of a local lesion in 
} td i P Ott he abdomen, and a definite pre-operative diagnosis was not 
| Cent ( cil f Health Ed ior le. The following possibilities were considered (in order 

Look Inside ' ted let I of likelihood): ulcerated Meckel’s diverticulum ; proximal 

teeth (1 d S lonic neoplasm ; duodenal ulceration 

ef ce 2s. pe Exploration through a right paramedian incision centred 
j i e Is. per d Weaning ypposite the umbilicus revealed distension of the lowest 
: M d | j i I " i 6 ft. (180 cm.) of the ileum and of most of the proximal 
} the ¢ tral Council f Health colon by an accumulation of blood. Just below the upper 
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t of the distended length of ileum there was a dimpling 
of the antimesenteric border with an underlying hard, 
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intramural nodule about } in. (1 cm.) in diameter 
(see accompanying drawing). The stomach, duodenum, and 
jejunum appeared normal, and no Meckel’s diverticulum 
was found; the nodule was therefore judged to be the 
source of the bleeding. Accordingly a generous resection 
of over 8 in. (20 cm.) of ileum 
out, being planned to allow for possible malignancy. 
was effected by end-to-end anastomosis 

rhere was no more bleeding after the operation and the 
patient went home on the ISth post-operative day after an 
uneventful conva four weeks 
later, when he felt in norma! health and showed no evidence 
f anaemia 


Oo! 


globular, 


ind its mesentery was carried 
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escence. He 


was seen again 


Pathological Report 


The specimen consists of a loop of ileum 20 cm. long, 
together with part of its mesentery. On the mucosal sur- 


face. on the antimesenteric border, is a firm, blue, sessile 


polyp 1 cm. in diameter, at the apex of which is a cup- 
shaped depression 3 mm. in diameter Ihe cut surface 
shows the bulk of the polyp to consist of a blood clot 


tissue, the whole covered by mucosa 
where the clot protrudes through the 
see Fig.). The muscularis is intact deep 


surrounded by 
except at the apex, 


grey 


central depression 


to the lesion 


a 
— ~ 
\ 
| 
| 
j 
a 
f 
J 
Drawing of tumour. Note central depressed are 
Microscopically, in the submucosa there is a_ large, 


ruptured 


consists of smooth 


vascular dilatation which has 


lilary, sacculal 


through the surface mucosa; its wall 


scle and fibrous tissue with a small amount of elastic 


; its lumen is plugged with recent thrombus. 
from the 


ssue externally 
In serial sections the d 
artery to the right (see Special Plate). The vascularity of 
than that 


latation appears to arise 


the submu around the lesion is no greater 


n elsewhere in the specimen 


COsSa 
Ihe lesion is clearly a vascular hamartoma ; there is n¢ 
vidence of a progressive neoplasm, 


Discussion 
emergency operations often have to be per- 
eding from duodenal and gastric ulcers 
I's diverticulum and bleeding 
familiar, but operations for 


Life-saving 
formed to stop ble 
Operations for bleeding Mecke 
varices are 


vesophageal also 


bleeding haemangiomata of the intestine must be rare, 
-ither in emergency or otherwise 

Haemangiomata may be found either in the small or the 
large bowel. the former being the commoner site. Accord 


form only 0.3 of all gastro 
of tumours of the small bowel 
They are almost always benign, there 


ng to Raiford (1932 they 


intestinal tumours and 3.4 
themselves rarities 
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being only two recorded instances of malignancy, both 
affecting the small bowel. Brown (1924) and Kaijser (1936) 
consider and classify the intestinal haemangiomata in detail, 
and Hansen (1948) gives a most useful review of the 85 
cases he found described in the literature between 1860 and 
1948. His figures show that in the small bowel the tumours 
are often multiple, though single lesions as in the case here 
described, generally cavernous and polypoid in nature, are 
found in about 40%, of cases. 

take one of the following 
forms: (1) chronic causing an unexplained 
anaemia with occult blood in the stools; (2) acute haemor 
(3) obstruction, acute or chronic 
and sometimes the result of intussusception ; (4) inflamma 
simulating appendicitis. In presen 
tations (3) and (4) laparotomy is likely to be carried out 


nature of the lesion soon discovered 


presentation may 
haemorrhage, 


The clinical 


rhage, as in this instance ; 
tion of the lesion itself, 


without delay and the 
But in (1) the diagnosis is often not made until the anaemia 
has been treated 


unsuccessfully medically for mans ars 


In (2) the diagnosis of haemangioma will seldom be made 
Even if it is considered, the alternatives of duodenal or 
Meckel’s diverticulum ulceration are certain to appear 
much more likely sources of haemorrhage This could 


at laparotomy, much as in an operation reported 
(1944) in detected 
was thought to be the bleeding : 


even apply 
by Smith ef al 
duodenal ulcer 


which a radiologically 


source of 


in actual fact the bleeding arose in an _ undiscovered 
leiomyosarcoma of the jejunum 

Associated angiomatous lesions in the skin and visible 
mucous membranes may suggest the diagnos t the 


clinician, as in the cases reported by Rickham (1952) and by 


Heycock and Dickinson (1951). This association emphasizes 
the fact that the vascular lesions are developmental 
anomalies and not true neoplasms In the present case 
there were no visible lesions 

In these days there is no need to stress the value of 
surgical t itment in cases of recurr astro 


hage. In 
ignosis haemangioma should be considered 


intestinal haemo reporting this case we hope to 
show that the di 
before operation and that a 
haemangiomata at the 


an obvious peptic ulcer 


search should be made for 


time of operation, even in the pre 


sence of This search is even more 


necessary before embarking on the usual empirical gas 
trectomy in those cases where no peptic ulcer is found 
The surgeon should not have a difficult task at operation 


unless the lesions are multiple Bentle reported by 

Heycock and Dickinson) in a two-stage operation, had to 

make 23 separate mural incisions and resect 5 cm. of bowel 

n a patient with 30 haemangiomata of the small bow 

The more usual difficulty will be one of diagnosis 
Summary 


A case of acute intestinal bleeding in which an urgent 
operation because the bleeding per- 
sisted in spite of repeated blood transfusion and other 
Owing to the absence of 


became necessary 
medical treatment is reported 
iny significant previous history and any abnormality on 
ibdominal examination, no precise diagnosis could be 
pre-operatively, although duodenal ulceration, 
ulceration in a Meckel’s diverticulum, 
plasm were thought to be likely causes 
the bleeding proved to be an angiomatous lesion in the 
short segment of ileum 


made 
and colonic neo- 


The source of 


ileum, and resection of a 
led to complete cure 

The literature is reviewed 
produced by angiomata of the intestine are discussed 
It is suggested that this type of lesion should be con- 
sidered as a possible diagnosis in chronic 
anaemia with occult blood in the stools as well as in 
cases of acute intestinal haemorrhage. It is also pointed 
out that if these latter come to operation it is as well to 


ind the various syndromes 


cases of 
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bear in mind the possibility of angioma even when a 
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Medical Memorandum 


Death following Injection of Paraffin into the Breast 
Ln ft ) ars H > Kone it was c sidered in 


WW ~ 
th va ¢a 
W is 
( ire 
h 
isa 
id ection a 
the paraff ito the 
in t rain and lur 
CASE REPORT 
x | ‘ woman aged 32, the ther of four children, 
“ ‘ 1 po healt r ne t ad arranged 
W to ha 1 total ections paraffin 
nto prove her appearance. She received 
the first three injections into the right breast at 3 p.m. on 
May 5, 1954 During and soon after the injections she 
ext 1 extreme pain and discomfort. Four hours later 
she felt giddy and faint and complained of severe head- 
: Her husband applied some Chinese medicinal oil to 


€ ice, forchead, and temples, and this seemed to relieve 
I B 0.30 that evening she appeared to be asleep 
About midnight she cried out, apparently in great pain, and 
this ntir ] at intery als thre ughout the I ght I arly 
ext ning her condition was worse, and a doctor was 
alled in He found her semicomatose and resticss, with 
1 eyes ; she was afebrile, but had a pulse rate of 100 


vute, regular but weak. Pupils were slightly dilated 


and reacted to light, more sluggishly on the left. Knee-jerks 
we xaggerated, but there was no neck rigidity or para- 

: xtremities. Nothing significant was found in heart 
and : [here was no sweating. After prescribing for 
her oft 

As condition did not improve another doctor was 
sun ed at about 12.30 p.m. She was still semicomatose 
and = «with dilated pupils, but her right breast had become 
W » and tender. Immediate removal to hospital for 

yservation and treatment was advised 

By midnight the patient's condition had not improved 


tic care, and a third practitioner was called in 
She was then unconscious, with a temper- 
ature of 102° F. (38.9° C.) and incontinence of urine and 
faeces. The pupils were dilated and reflexes still present. 
The right breast was hot to the touch and swollen, and 
three puncture marks were noted. A diagnosis of cerebral 
paraffin was suspected; ice packs were applied 
and nikethamide and nicotinic nyections prescribed 
The patient was transferred to Queen Mary 


Jespite eneraec 


embolism 
acid 
next day 


Hospital under the care of Professor A. J. S. McFadzean 
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had fallen 


She was still unconscious, but her temperature 
00 I 38° ¢ She reacted to painful stimuli, and 
both pupils were small and reacted sluggishly to light. On 
al 1 there was diminished air entry with rales over 
th bases. Her condition progressively deteriorated and 
i ed in spite of treatment, and she died 24 
h s al admission. Necropsy was performed 20 hours 


Post-mort Findings Ihe lips and nail-beds were 
cyanotic. TI ght breast was swollen and had three punc- 
ture irk it 2. 5, and 9 o'clock, each about 5 in. (12 cm.) 
f F On reflecting the breast from the surface 

i nuscle about 10 clear 

x tl der surface of tl d 

Inc ist jus ler the punc e irks, and 
pa wer med quadrant, revealed globules 

C 1 exuded f ine ¥, Sc fatt 
tissu \ ull haematoma mixed with fluid was 

it der in puncture irk at Yock ck 
I he | hick lay ff was Vv under the 

scera pe La } m The T ta d um was soft and flabb 
Petec c we present on the endocard ng and papil 

the left ventric and on the left interven- 

tric r septun The bronchi cx uined frothy sanguineous 

fluid Tt ing were red and t, with numerous 

hia » th su ice I cut s§ ce was intense! 

ce te On squeezing the lung, f fluid mixed with 

bules exuded. Section of the kidney revealed a pale 

tex ar id julla. In the brain nothing 

i nal wa yund in the basal arteries and soft meninges, 

tt il _vesse congested The cut surface 

howed 1 1S te petechiae spread over the white 
itt e cere ] 

Staining n sectio prepared from brain and lung 
tissues W Sud III resulted in red droplets appearing in 
the ca es These were considered by Professor P. ¢ 
Hou to be droplets of neutral fat, on the basis of an 
experiment in which he stained with Sudan III a mixture of 
liquid paraffin with human (neutral) fat, the fat droplets 


taking the stain but not the paraffin droplets 


DISCUSSION 


When adipose tissues are lacerated, fat globules may enter 
ruptured and veins at the site of injury and be 
carried to the lungs. Most of the globules which reach the 
lungs are held up initially in the small arterioles, but 
by a process of moulding many of them ultimately pass 
through the pulmonary capillaries into the systemic circula 
tion, in which they are carried to all tissues of the body and 
become lodged in the arterioles of such organs as the brain 
and kidneys . 

The way in which fat globules enter lacerated or rup- 
tured veins has not yet been established. In the case here 
described a blood vessel was ruptured, resulting in hae 
matoma ; in addition the high force needed to inject the 
liquid paraffin into the breast caused some displacement of 
the patient's own fat globules into the blood stream 

In cases of bone fracture it has been claimed that hae- 
matoma formation and inflammatory reaction at the site 
of fracture create a positive pressure in the marrow cavity 
which forces damaged fat cells into the veins. It has also 
been claimed that there is a negative pressure in the marrow 
cavity and that this has the effect of “sucking” damaged 
fat cells into the veins, 

It is of interest that at the inquest on this patient the jury 
returned a unanimous verdict of manslaughter, and a war 
rant for the arrest of the nurse was issued by the magistrate 
sitting as coroner 


venules 


I am grateful to Professors A. J. S. McFadzean and P. C. How. 
of the University of Hong Kong, for their help; to the Honour- 
able Director of Medical Services, Hong Kong, for permission to 
publish this report; and to the Commissioner of Police, Hong 
Kong, for access to his files 


T. C. Pano, M.B., B.S., D.Obst.R.C.0.G., L.M., 


Police Surgeon, Hong Koag. 
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A Combined Neuro- Effector 
and Ganglion Inhibitor 


Pro-Banthine* consistently controls gastro-intestinal 


hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anti-cholinergic 
compound. Its unique pharmacological pro- 
perties are a decided advance in the control of 
the most common symptoms ef smooth muscle 
spasm in all segments of the gastro-intestinal 
tract 

By controlling excess motility of the gastro- 
Pro-Banthine has found wide 


intestinal tract, 


use’ in the treatment of peptic ulcer, functional 


diarrhoeas, and regional enteritis and ulcerative 
colitis. It is also valuable in the treatment of 
pylorospasm and spasm of the sphincter of Oddi 

It was found? that Pro-Banthine orally was 
and histamine- 


an “inhibitor of spontaneous 


stimulated gastric secretion” which “ resulted 
in marked and prolonged 
motility of the 


inhibition of the 
and 


stomach, jejunum 
colon... 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with para-sympathetic 
Dryness of the mouth and blurred 


Pro-Banthine than 


inhibition. 


vision are less severe with 


with certain other potent anti-cholinergic agents. 


In the above series*, “Side effects were 
entirely absent in single doses of 30 or 


Pro-Banthine Bromide (2'-diisopropylamino- 
ethyl xanthene-9-carboxylate methobromide) 
brand of propantheline bromide, is available in 
sugar-coated tablets of 15 mg. 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tab- 
lets (30 mg.) at bedtime will be adequate. Full 
G. D. Searle 
Tel. High 


literature is available on request. 
& Co. Ltd., High Wycombe, Bucks. 
Wycombe 1770. 


* Registered Trade Mark. 


1Gastroenterology (1953) 25 : 416. 
*Gastroenterology (1953) 25 : 24. 
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A IN iS a Serious gastric irritant, particularly in peptic ulcer patients . 
1 
(_alci1um aspiru wes not Nav this irritant action unless it has 
‘rated t g stand nd can be used with impunity, 
1) Tl ] ld 
hy prescribed in solul rm. This simple measure would, in 
opinion, cut down significantly the incidence of haematemesis and 
xacerbations of ul 
B Medical Journal, July 2nd 1955. 
SOLPRI N provid in in pure and stable form 
CODIS a 1 ft { that provide codeine and 
phet in place of the 
lar pu Ta 4 d Co B.P 
Neither SOLPRIN nor CODIS is advertised to the public 
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Reviews 


FORENSIC MEDICINE 

Practical Forensic Medicine. By Francis E. Camps, M.D., 

and W_ B. Purchase, C.B.E., M.C., M.B., D.P.H. Foreword 

by H. Edmund Davies, LL.B., B.C.I (Pp. 541; illustrated 

75s.) London: MHutchinson’s Medical Publications Ltd 

1956 
This book represents the active collaboration of a medical 
practitioner and a barrister who is also one of H.M. coroners 
Since they are both highly experienced, practical men, it is 
to be expected that something good would result from their 
co-operation Ihe reader will not be disappointed. The 
first occasion, I think, on which such a combination occurred 
was in 1823 when Paris and Fonblanque wrote a three- 
volume treatise on medical jurisprudence. That work was 
rightly acclaimed as an elaborate and scholarly production 
Since that date, although lawyers have contributed to several 
publications, there have been few if any examples of close 


co-operation between the two professions of law and 
medicine in the preparation of a textbook 

This book by Camps and Purchase makes excellent read 
ing, although the space allotted to different subjects is very 
uneven. The article on identification, for example, which is 
very good, takes up about an eighth of the book excluding 
toxicology, whereas the sections dealing with the medico- 
legal necropsy, the examination of blood, semen, hairs, 
fibres, etc., are much too brief Similarly, in a most 
informative article on the barbiturates, with a wealth of 
interesting cases, there is little if any advice about the 
treatment of a case of poisoning due to a barbiturate, and 
no instructions about how to wash out the stomach. The 
absence of an index is a defect which should be remedied 
in the next edition. The book is excellently printed and 
bound and is a credit to the publishers. It should be in the 
library of all those interested in forensic medicine Its 
usefulness to the general practitioner in an out-of-the-way 
place and who is not likely to have more than one book on 


the subject is not so clear ‘ 
SYDNEY SMITH 


SCIENCE AND CRIME 

The Scientific Investigation of Crime. By L. C. Nickolls 

M.Sc., A.R.C.S., D.L.C., F.R.L.C. (Pp. 398+ xiii; illustrated 

50s.) London: Butterworth and Co. (Publishers) Ltd. 1956 
The author of this book is the director of the forensic police 
laboratory at New Scotland Yard and has drawn on a vast 
experience of forensic work to produce a book which is in 
formative, instructive, and eminently readable 

‘Contact traces” is an expression frequently used to 
indicate the trail which a criminal may leave on his surround- 
ings, or which the surroundings may leave on the criminal 
The most obvious example of a contact trace is a fingerprint 
There are, of course, many others such as blood, semen, dust 
of botanical or mechanical origin, and marks made on or by 
instruments and weapons. In this book the author describes 
first the lay-out of an up-to-date police laboratory, with an 
enumeration of the more important apparatus necessary for 
the identification of contact traces. This chapter will be of 
great interest to any laboratory worker, irrespective of his 
specialty. There follows a chapter on the type of material 
which is likely to be available at the scene of a crime and a 
description of the various methods of recovery of such 
evidence, with practical advice on storage and transport. The 
following chapters deal in detail with the identification of 
soils, paint, wood fragments, body fluids, and a host of other 
materials Further information of a highly technical 
character is given on such subjects as the restoration of 
obliterated marks and impressions and the deciphering of 
damaged and altered documents. A chapter on alcohol 
determination in blood and urine gives the precise details of 
the modern methods of such analysis, and in the final chapter 


on toxicology the author wisely confines himself to a dis 
cussion of the broad principles entailed in the identification 
of common poisons. 

The book is particularly well illustrated with a wealth of 
photographs and many simple but informative diagrams. I 
some cases the captions are not sufficiently clear to readers 
who are not constantly practising forensic science, and 
recourse to the text is necessary for clarification. The price 
of 50s. places this book somewhere between an ordinary text 
book and a reference book, which is probably its proper 
place. The author would, I am sure, be the last person to 
describe his work as a medical textbook It will, however, 
be of great value to members of this profession who are 
obliged to carry out forensic investigations because of the 
absence of local forensic science laboratories And, without 
belittling the book in any way, the numerous amateur 
detectives in the medical profession will find it most absorb 


DONALD TEARE 


MENTAL DEFICIENCY 

A Textbook of Mental Deficiency. First compiled by the late 

A. F. Tredgold, M.D., F.R.C.P., F.R.S.Ed. Ninth edition 

by R. F. Tredgold, M.D., D.P.M., and K. Soddy, M.D., 

D.P.M_ (Pp. 480+4xv; illustrated. 40s.) London: Baillitre 

Tindall and Cox. 1956 
It is sometimes overlooked that mental deficiency is a field 
in which a number of major advances have been made in 
recent years and in which current views have undergone 
a great deal of revision, especially those concerned with 
aetiology and the social aspects of backwardness and defect 
Recognition of several new syndromes with a simple genetic 
determination and of a number of new pre- and post-natal 
noxae which can disturb the maturation of the nervous 
system has bitten deep into the formerly large group of 
‘simple amentia,” and theories such as those of blasto 
phoria and neuropathic taint have become obsolete in the 
face of increased evidence of inheritance through single 
and multiple unitary traits. When A. F. Tredgold’s text 
book was published in 1908, it documented the accumulated 
experience of a very original observer, and for many years 
it was rightly considered the best introduction to the subject 
Many of Tredgold’s views have stood the test of time, but by 
the seventh edition the text was beginning to fall behind, 
some of the case reports and illustrations were not repre 
sentative of the defective as now seen, and notable new 
research was not recorded. In the present edition, while 
much of the original form has been retained the whole text 
has been revised and the results of new work incorporated 
without overloading. 

The presentation of the subject at the outset is clear and 
systematic There is sometimes an unnecessary tendency 
to preserve the form laid down by the original author, 
especially in classification, and to ensure that he is still 
given personal credit for ideas which are by now common 
property, but with this the reader will readily sympathize 
The sections on the pathology and chemistry of defect 
rather lag behind the rest, and R. F. Tredgold’s original 
drawings of neurones will surely have to be left out or 
replaced by modern photographs in the next edition, as will 
a few of the older illustrations The chemistry of the 
defective brain is discussed in less than half a page, and 
the discussion of cerebral function generally lays an almost 
exclusive stress on the cortex, which is out of keeping with 
the present interest in basal structures. In spite of this, 
the more striking new work on neurones, blood vessels, and 
fibre-systems in defect receives adequate mention. A 
valuable feature is the attention given to environmental 
factors and to the special characteristics of the defective 
psyche in conditions of maladjustment. In a long chapter 
on disorders of relationship formation the frame of refer 
ence and classification are of psycho-analytic origin, but, 
if the relevance of this may be disputed, the case histories 
carry conviction and illustrate well the total approach to 
the defective which is essential if the best use is to be had 
from his meagre wit. One wil! be sorry to lose the detailed 
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} ptic of J. H. Pulle tr * genius of Earlswood 
4 t nust positive his last appearance 
| " [ hia whose hesitation to re i 
I I j t ‘ ers in the field ental deficiency 
w ast ew edit ich 
ca 1 by the radica evisior which has ec inde 
tak ind it is probable that this venerable text will now 
take a new lease of life and add itself to the few exceptions 
the usual rule that “ they never come back.’ 


ALEXANDER KENNEDY 


PROGRESS IN HAEMATOLOGY 
Progress in Hematology. Volume I 956. Edited by Leandro 
M Tocantir M D., with 27 cor butor Pp 6+ 1x 
illustrated $9.75.) New York ind London Grune nd 


In his editorial introduction to this first volume of Progress 


Hemat y Tocantins refers to the remarkable expansion 
I vestigations and knowledge that has taken place during 
th ist 20 years in haematology, and explains that the in 
tention of this publication is to provide a periodical survey 
f the existing position in ficlds where substantial advances 
have been made Ihe frequency of future volumes in the 
series will depend on the response to the first and on the 
number and state of advance of current topics as the 
develop 

The standard of the 16 contributions making up this work 
s high ind together they undoubtedly go a long way t 
wards achieving the editor's expressed intention No haen 
itologist who wishes to maintain a broad acquaintance with 
work in the many subdivisions of his subject would fail 
to welcome this book and to look forward to future volumes 
The articlk which ffe critical reviews of fairly broad 


subjects are particularly valuable Abnormal Hemo 
tlobins ” (39 pages, 211 references) by Zuelzer, Neel, and 


Robinson, “Chemotherapy of Human Leukemia” (20 
page 146 references) by Burchenal and Ellison, and “ The 
Biochemistry and Enzymatic Activities of Leukocytes in 
Health and Disease (15 pages 66 references) by Valentine 


exemplify this excellent aspect of the work. Valuable though 
they are all these articles suffer from the inevitable dis 
advantage that the processes of publication in book form 
however fast, render each review to some extent outdated 
by the time it appears. The same criticism applies to several! 
otherwise admirable reviews of more restricted fields, such 
as Ungley and Thompson's “ Gastric Intrinsic Factor and 
Vitamin By Interrelationships” (15 pages, 127 references) 
Brown and Moore's “ Parenterally Administered Iron in the 
Treatment of Hypochromic Anemia” (18 pages. 158 refer- 
ences), and Strumia’s “ Life Span of Erythrocytes and their 
Post-transfusion Survival” (14 pages, 42 references) In 


general all these review articles give satisfactory summaries 


of the position in the latter half of 1955 

Apart from one or two articles of very restricted range 
vhich might more appropriately have been published in 
some current haematological journal, the surveys presented 
here emphasize the rapid growth of haematology and endorse 
the need for the kind of periodical review envisaged in this 
projected series 


F. G. J. 


IN HONOUR OF NISSEN 


Chirurgische Indikationen Dedicated to Rudolf Nissen 
(Pp. 299 +xii illustrated D.M.42.) Stuttgart Geo 
Thieme Verlag 1956 


This birthday offering to Professor Nissen from more than 


fifty of the leading surgeons of the world, his friends and 
colleagues, is a worthy recognition of what surgery owes to 
me whose career must have been unique. A pupil of 
Sauerb h both at Munich and Berlin, he was sent by him 
to Constantinople, there to create the first great surgical 
school in Turkey In 1940 he was called to New York, ind 


after twelve years of brilliant work he was called four y 


e 
igo to the professorship of surgery at Basle In every field 


of surgery he excelled, and as a teacher he was equally at 
home in German, French, or English 

These contributions in his honour come from the chiefs 
of great surgical centres all over the world; they are 
throughout of a very high order, and each of them represents 
some special interest of its author. We can mention only a 
ew, but all are worthy of close study Professor Jentzer, of 
Geneva, gives in French his wide experience of indications 
for operation in many different fields. Papper, of New York, 
liscusses anaesthesia in the aged. Bing, of Alabama, 
describes the contribution of physiology to the surgery of 
the heart, and Bayer, of Diisseldorf, the surgical treatment 
of stenosis of the cardiac valves, while Mason, of Newcastle, 
discusses mitral valvotomy in pregnancy. Brunner, of Zurich, 
writes on the surgery of bronchiectasis, Welch, of New York, 
yn splenectomy, and Bergmann, of New York, on prosthetic 
replacement of the femoral head. These few notes will at 
least show the range covered by these contributions from 
the leaders of surgery al! over the world, but they can give 
no idea of the wealth of material here collected This book 
should be made available to every surgeon in the country 
and every surgical library should possess it We would all 
like to share in the honour so well paid to Professor Nissen. 


HENRY SOUTTAR 


BONE STRUCTURE AND METABOLISM 


Ciba Foundation Symposium on Bone Structure and 
Metabolism. Editors for the Ciba Foundation: G. E. W 
Wolstenholme, O.B.E M.A., M.B., B.Ch.. and Cecilia M 
O'Connor, B.Sc. (Pp. 299+xii: illustrated. 45s.) London 

J. and A. Churchill Ltd. 1956 


Since its inauguration in 1949 the Ciba Foundation has 


rranged a series of symposia on various subjects of medical 


interest, and at each of these a number of selected research 
wkers have been able to meet informally in order to 
exchange ideas and information on a particular subject. In 
July, 1955, such a symposium was devoted to bone structure 
ind metabolism and was attended by about 25 distinguished 
workers from Europe and North America Ihe present 
volume, edited by Dr. Wolstenholme and Miss O'Connor of 
the Ciba Foundation, is designed to bring the substance of 
the meeting to the attention of a wider audience. It takes the 
form of a series of papers, together with a more or less 
verbatim account of the informal discussion that followed 
each contribution. The book makes an interesting introduc- 
tion to the considerable amount of very active research that 
is at present being carried out in the field of bone biology. 
Important topics discussed include chemical studies of bone 
salt and bone mucopolysaccharides, studies of isotope up- 
take and localization in bone and cartilage, the bearing of 
nicroradiographic and electron-microscopic techniques on the 
nvestigation of bone structure, the action and fate of vitamin 
D in the experimental animal, and the part played by vas- 
cular factors in bone pathology. From a clinical viewpoint, 
the symposium is notable for its discussions on the relations 
between parathyroid function and bone, “ vitamin-D-resistant 
rickets,” and the rare disease “ hypophosphatasia.” No 
outstanding synthesis of knowledge emerges from the dis 
cussions, but the book gives us an idea of the way skeletal! 
esearch is developing, and lets us see something of the 

techniques it employs and the problems it encounters 
H. A. SISSONS 


The Approach to Mental Health, by Dr. David T. Maclay, 
has the great virtue of being written with exceptional clarity 
Intended for the educated lay reader, the book offers a review of 
how the mind normally works; the emphasis is on the healthy 
mind, but the author aptly illustrates the normal by brief case- 
histories of the pathological. Though he introduces the reader 
to the work of the psycho-analysts and their allies, he pays his 
respects also to McDougall. The book is written with some 
delicacy; indeed, the discussion of sexual desires and their ful- 
filment, normal and abnormal, comes under “ Social Aspects of 
Psychology.” Not only the adult layman but the adolescent 
night find that this book suits his needs. It is published by 
Thorsons Publishers Ltd. for 12s. 6d 
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A CHANGING PICTURE 
['wo events in particular claimed the attention of the 
Council and the G.M.S. Committee when they met 
last week. The Central Consultants and Specialists 
Committee decided on April 10 to support the deci- 
sion of the G.M.S. Committee, of the Public Health 
Committee, and of the B.M.A. Council not in present 
circumstances to co-operate with the Royal Com- 
mission. Immediately following this there was an 
exchange of letters between the chairman of the Joint 
Consultants Committee and the Prime Minister. Sir 
Russell Brain’s next move was to summon a special 
meeting of the Comitia of the Royal College of 
Physicians of London four days before his successor 
was elected. After hearing the letters exchanged 
between the Prime Minister and the President of the 
College this poorly attended assembly thereupon 
decided to co-operate with the Royal Commission, 
thus departing from the recommendation of the four 
other bodies mentioned above, which represent the 
consultants and specialists, the general practitioners, 
and the medical officers of health of Britain. The 
next event, which likewise came as no surprise, was 
this announcement in the House of Commons by the 
Prime Minister on April 16: “ The Government have 
now decided to increase the basic remuneration of 
senior hospital medical and dental staff, including 
consultants and specialists, and all dentists engaged 
in general dental service by 5% from May | next, 
and from the same date to add 5% to the aggregate 
net remuneration of general practitioners—that 1s, 
remuneration after the deduction of practice 


expenses. We propose to consult representatives of 


the profession as to the best method of distributing 
this sum between individual practitioners.” This 
particular figure had been round the whispering 
galleries for some time, and had been mentioned in 
several newspapers a few days before Mr. Macmillan 
informed the medical profession of his arbitrary 
decision in the House of Commons, without any 
previous consultation with representatives of a 


profession which, in accordance with a covenant it 
had entered into with the Government of 1946 and 
1948, submitted over a year ago a claim for increased 
pay. As the cost of living had gone up by 24% since 
the previous adjustment was made in the remunera- 
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tion of general practitioners, the claim was for an 
increase of 24%. In the face of the Government's 
No ! under the present and the recent Ministers of 
Health, Dr. S. Wand, chairman of the B.M.A 
Council—and in this capacity the key professional 
figure in the present dispute—has made it quite plain 
that the profession is willing, even anxious, that the 
present claim should go to arbitration, the results of 
which would be accepted. But Mr. Macmillan 
refuses this just as he denies to the profession the use 
of the customary avenues of direct discussion, nego- 
tiation, and, if necessary, arbitration. On behalf of 
the Government he dictates to doctors working in the 
health service an important part of their terms of 
employment, brushing aside all the customary con- 
ventions, not to mention courtesies, in this kind of 
human transaction 

The B.M.A. Council and the G.M.S. Committee 
had emergency meetings last week to discuss the 
significance of these events. The attitude of these 
two important bodies to the exchange of letters 
between Mr. Macmillan and the Chairman of the 
Joint Consultants Committee reflected that of the 
debaters in the House of Lords when it recently dis- 
cussed this matter. Once the Government has got 
into the position of having to explain by means of 
letters what the terms of reference of a Royal Com- 
mission mean, it has really got to the point of 
admitting that the terms should be revised. It appears 
not to be impossible to have second thoughts about the 
terms of reference of a Royal Commission, and surely 
it would be much better to do this, and more dignified, 
than to pursue a course utterly distasteful to one 
side in the present dispute—unless, of course, the 
Government wants such a course. But in any event 
a Royal Commission is not the right body to settle a 
dispute over terms of service. In a. letter to The 
Times the Chairman of Council, Dr. Wand, recently 
reiterated the profession’s wish to get round the table, 
through its own representatives, with representatives 
of the Government, with the Minister of Health and 
his Department. This is a matter of principle. That 
is why the G.M.S. Committee last week passed a 
resolution against accepting the 5% award arbitrarily 
made last week by Mr. Macmillan, without any prior 
consultation whatsoever with the medical profession. 
The Committee is recommending to the Conference 
of Local Medical Committees that the amount of the 
award be put into a suspense account. 

In the meantime support grows in meetings of the 
profession for the plan of withdrawal of general prac- 
titioners from the National Health Service. The C.C. 
and §. Committee of the B.M.A. have heartened their 
colleagues in general practice by their recommen- 
dation that consultants and specialists should give 


— 
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them financial support in the coming struggle, a before the concentration in the foetal serum had 
truggle which the Government could bring to an end reached 49%, of that in the maternal serum 
to-morrow if it decided to negotiate a settlement or E. B. Man‘ has recently reported that the 
ibr he n to arbitration. In a letter to The  thyroxine-like iodine (butanol-extractable iodine) in 
Tir last Saturday a group of doctors implied that the serum of pregnant women rises to 7.0 y% (normal 
the mat is shifted from the crude question of 3 to 7 y%) at the tenth week of pregnancy and 
being paid the rate for the job to a question of prin- stays at this level, or above, until term Pregnant 
cipl It i d that more doctors are beginning to women with B.E.I. levels below these normals fre- 
realize this, but it has been a question of principle quently abort or bear infants with various abnor- 
from the very beginning —the principle of contract malities. Man concluded from these facts that this 


though that contract cannot be legally enforceable at 


law. It appears to us to be essential to stand un- 
shakably firm by principle, and to avoid the 
quicksands of expediency. In the House of Lords a 
fortnight ago Lord Moran, in an able if bitter speech 

ind understandably bitter—seemed to hint that the 
B.M.A. regarded the two Spens Reports as a pro 
fessional sacred cow. But he knows as well as any- 
one that the profession entered the N.H.S. in 1948 
largely because it felt that the two Spens Reports 
gave it a guarantee of its future status in a state 


medical service. If the Government 


profession to discuss with it an alternative 


and discuss it on an equal basis and on 


surely it would meet with a favourable 


And 
When the Conference and the Repre 


respons what could be 


simpler or more 


reasonable ? 
sentative Body come to discuss the question of co 
operating or not with the Royal Commission they 
will no doubt bear in mind Lord Moran’s warning 
that the findings of the Royal Commission will be 
“ taken seriously only if they are in the Government's 


favour.” 


MATERNAL AND FOETAL THYROID 
rhe foetal thyroid accumulates radioactive iodine from 
the twelfth to fourteenth 


After that time the thyr 


the week of gestation.’ 

id is assumed to be capable 
of synthesizing thyroxine and of supplying the needs 
of the foetus. The infants of hypothyroid mothers 
this suggests that the infant 


provisi of 


maternal thyroxine reach the 


are not cretinous at birth ; 


is not dependent on the maternal 


Nor 


sufficient concentration to 


thvroxine does 


foetus in 


thyroidism occurring in the athyroid foetus, 


prevent hypo- 
is judged 
by the retarded skeletal development of some cretins 
It has 


iat the presence of maternal 


“di during the first few weeks of life 
med t 


thyroxine is responsible for the fact that cretinism is 


} } 
sometl Assi 


not obvious in the newborn infant, but a progressive 


infant’s thyroid remnant provides an 
equally acceptable explanation. Placental passage of 
I-labelled thyroxine has, however, been proved to 


occur.’ Passage was slow, and 169 hours had passed 


invited the 


‘ hypothyroidism ” in the mother produces disease in 
the foetus and that such women should be treated with 
thyroid in their pregnancy. Clinical maternal hypo- 
thyroidism has not yet been shown to produce disease 
in the child, and S. Ingbar,*' in the discussion that 
followed her paper, put a very different construction 
on these facts by stating that the serum protein in the 
plasma of pregnant women has an increased capacity 
to bind thyroxine. Moreover, by giving 30 mg. of 
stilboestrol daily to a variety of non-pregnant subjects, 
Ingbar found that the thyroxine-binding capacity was 
enhanced 

If the maternal thyroxine passed the placenta in any 
quantity it would prevent not only the development of 
the foetal thyroid but also the production of the thyro- 
tropic hormone (T.S.H.) by the foetal pituitary. If 
the T.S.H.-thyroid mechanism is established in the 
foetus, the placental passage of either T.S.H. or the 
thyroid hormone would interfere with its full develop- 
ment and function. Even if such a passage does not 
normally occur, it might take place in disease in 
r.S.H. or 


It has 


which, for example, an excess of either 
thyroxine is circulating in the maternal blood. 
that the highest levels of T.S.H 


found in hypothyroidism, and though the birth of 


been shown are 


children to hypothyroid women is by no means un- 
common (assessed, it is true, by retrospective history- 
taking) only one baby with an abnormal thyroid con- 
dition (hyperthyroidism) has so far been reported as 


born to a hypothyroid mother.’ These clinical facts 
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speak strongly against the passage of T.S.H. across 
the placenta, and they are supported by experimental 
evidence, for thyroidectomy in the pregnant rat does 
not cause hyperplasia of the foetal thyroid.* 
Chyrotoxicosis has been described in infants born 


*"*8 Some of these authors 
have taken this as evidence that T.S.H. has passed 


the placenta in excess and stimulated the foetal 


of thyrotoxic mothers 


thyroid to the production of thyrotoxicosis in the 
infant. This might be accepted as a possible explana- 
tion, despite the evidence already cited that this is 
unlikely to be a normal mechanism, if it were not for 
the fact that the levels of T.S.H. circulating in thyro- 
toxicosis are either undetectable or low by the histo- 
logical methods of assay used.** However, I. C 
Lewis and A. G. Macgregor"® point out that in the 
reported cases of congenital hyperthyroidism exoph- 
thalmos has been present (not in all'*), and in their 
case and in those of M. O. Skelton and B. Gans’ 
severe exophthalmos was present in the mother. 
Sir Geoffrey Keynes’® has recorded a remarkable case 
in which a woman developed exophthalmos after 
thyroidectomy and subsequently became pregnant. 
Her baby was born without thyrotoxicosis but with 
exophthalmos and with lid retraction, which persisted 
for one year. Patients with exophthalmos have been 
shown to have a high level of circulating T.S.H.,’ * 
but before conclusions are drawn about the passage 
of T.S.H. across the placenta it is well to remember 
that the pathogenesis of both thyrotoxicosis and 
exophthalmos is still the subject of much debate and 
speculation 

When antithyroid 
maternal thyrotoxicosis, goitres in the baby have been 
described and the baby’s thyroid condition has been 
reported as toxic,’* hypothyroid,'* and euthyroid."’ 
Three further cases are reported in the Journal this 
week (p. 979) by Drs. I. D. Riley and G. Sclare. 
Propylthiouracil given to the pregnant rat* leads to 
hyperplasia of the foetal thyroid, and in the human 
cases it is usually assumed that the goitrogen passes 
across the placenta and inhibits the synthesis of 
thyroxine by the foetal thyroid. This results in 
increased production of thyrotrophin, with thyroid 
hyperplasia ; after birth, when thiouracil no longer 
reaches the baby, a phase of neonatal hyperthyroidism 
may occur. The birth of goitrous babies to mothers 
who have been treated with antithyroid drugs 
emphasizes the need for care in the treatment of 

Keynes" 
of subtotal 


given for 


drugs have been 


thyrotoxicosis in the pregnant woman. 


reported twenty-one successful cases 
thyroidectomy in pregnancy, with only one stillbirth, 
and recommends that the operation should be done 


between the third and the seventh month of gestation. 
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Most physicians and obstetricians will prefer to give 
antithyroid drugs for thyrotoxicosis in the pregnant 
woman, and, if hypothyroidism is carefully avoided 
and if the drug is stopped three to four weeks before 
delivery, no harm to the infant thyroid should ensue 
It is reasonable to treat thyrotoxicosis in the infant 
with both iodine and thiouracil'* (or neomercazole) ; 
occasionally severe respiratory obstruction by a large 
thyroid may require subtotal thyroidectomy." 
Where goitre is endemic, deficiency of iodine 
(possibly associated with 
explained environmental causes) will produce neo- 


genetic and other un- 


natal goitre. In areas where goitre is not endemic, 
a neonatal goitre may be associated with the adminis- 
tration of iodine or iodide to the mother.'* This 
action of iodine is unexplained ; it may be due to an 
inhibition of hormone synthesis'* or to an inter- 
ference with T.S.H. activity in the thyroid gland and 
a consequent slow discharge of thyroxine. hough 
much uncertainty still surrounds the exact patho- 
genesis of these hazards to the foetal thyroid, we can 
say that both neonatal goitre and thyrotoxicosis (but 
not cretinism) may be preventable. 


SURGERY OF CORONARY ARTERY 


DISEASE 
In the year that has elapsed since the surgical treatment 
of coronary artery disease was discussed in these 


operations have been performed in 
Great Britain and experience in the U.S.A. has con- 
tinued to enlarge. In particular, C. S. Beck, of Cleve- 
land, Ohio, has carried out thousands of experimental 
operations during more than two decades, and recently 
With B. L. Brof- 
man he has reported’ 100 consecutive cases with no 
operative mortality. authors point out that 
theoretically there are two ways of increasing the blood 


columns! a few 


many operations on human patients 
These 


supply to an area of myocardium in which it is deficient 
owing to arterial disease—firstly by adding to the total 
blood flow to the heart, and secondly by altering the 
distribution of that flow within the heart muscle. Many 
operations aimed at increasing the entering flow may in 
fact have no such effect, but nevertheless be successful 
by acting in the second wa) This was the result of the 
difficult operation of anastomosis of the aorta to the 
coronary sinus, now abandoned ; the reversed flow of 
arterial blood lasted only a few weeks, but by then inter- 
coronary anastomoses had developed, with benefit that 
lasted much longer. T. M. Zoll and colleagues® investi- 
gated the frequency of naturally occurring anastomoses 
between terminal branches of the coronary arteries, and 
found they are present in fewer than one in ten healthy 


hearts; when coronary arteries are narrowed to less 
1 British Medical Journal, 1956, 1, 503 

* Beck, C. S., and Brofman, 8. L., Ann. intern. Med., 1956, 45, 975 

* Zoll, T. M., Wessler, S., and Schlesinger, M. J., Circulation, 1951, 4, 797 
* Battezzati 


M., Tagliaferro, A., and De Marchi, G., Minerva med. (Torino), 
1955, 46, 1178. 
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than one-quarter the normal diameter, the incidence Is 


increased to more than one in two; and, when total 
occlusion occurs as a chronic process with survival, 
intercoronary anastomoses are always found. If these 
inastomoses can be artificially produced or increased 
the likelihood of survival with further progress of 
yronary disease is enhanced. This is the aim of Beck's 
present operation. It consists in four manceuvres 
sbrasion of the lining pericardium and epicardium to 
cause inflammation ; instillation of powdered asbestos 
to maintain it and stimulate the formation of vessels ; 


ipplication of mediastinal fat as a graft, for the same 
purpose ; and partial ligature of the coronary sinus, since 
this, like the other measures, has been shown to cause 
the formation of intercoronary anastomoses and to 
protect the experimental animal against the effects of 
coronary ligature. The present indications accepted for 
the operation are coronary insufficiency and angina 
pectoris, and one or more infarcts ; but it is advised that 
at least six months should have elapsed since the last 
infarct 
of the heart, and rapidly progressive symptoms are 


onges e ea ailure, marked enlargeme 
Congestive heart failure, m d enlarg nt 


contraindications 

This operation, like present-day medical treatment, 
does nothing to restore the lumen of the obstructed 
coronary artery Though anticoagulant therapy may 
perhaps prevent the spread of thrombus, it too has no 
effect on the causative intimal lesion Attempts have 
been made, even as an emergency operation, to evacuate 
clot and cholesterol deposits and so restore the coronary 
lumen ; but, since even in large arteries like the femoral 
such disobliteration operations are not at all reliable, 
success can seldom be expected in the appreciably 
smaller coronary vessels. As the occluded segment of 
artery is often limited, its replacement by a graft is an 
attractive conception When with the aid of the 
mechanical pump-oxygenator more experience has been 
gained in operations on the dry, arrested heart, this will 
no doubt become practicable. At present technical diffi- 
Meanwhile an emergency 
Death from 


culties seem insuperable 
yperation may be of value in another way 
coronary thrombosis is often due to cardiac arrest from 
ventricular fibrillation, occurring in a heart which is well 
able to continue beating adequately if this disorder of 
function can be reversed. As in cardiac arrest occurring 
during surgical operations, normal beat can often be 
If aid is at 


hand, and the condition recognized within two minutes, 


restored by prompt massage of the heart 


lives could be and have been’ saved in this way. The 
only instrument required is a knife 

A simple operation which perhaps merits further trial 
has been reported from Italy.* This consists in bilateral 
ligature of the internal mammary artery in the second 
intercostal space, a little below the origin of the peri- 
cardiaco-phrenic branch, so that the total blood flow is 
directed into this artery There are normally anasto- 
motic vessels between pericardium and myocardium at 
the root of the aorta, and it is said that these are greatly 
increased by this ligature. The hazard is relatively small 
and the operation has been safely done very soon after 
infarction—when an increased blood supply is most 
especially needed 
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INTESTINAL LIPODYSTROPHY 


In 1907 G. H. Whipple, then an instructor in pathology 
at Johns Hopkins University, wrote an account of “a 
hitherto undescribed disease characterized anatomically 
by deposits of fat and fatty acids in the intestinal and 
mesenteric lymphatic tissues.” The subject of his report 
was a 36-year-old physician who had suffered for five 
years from attacks of arthritis, loss of weight and 
Strength, cough and, later, diarrhoea, with the passage 
of three or four bulky stools a day containing an excess 
of fat. He was diagnosed clinically as suffering from 
sarcoma or Hodgkin's disease of the mesenteric glands 
and was therefore explored surgically. At operation the 
mesenteric glands were very much enlarged and hard ; 
a diagnosis of mesenteric tuberculosis was made and the 
abdomen was closed. The patient was reasonably well 
for two days but then developed dyspnoea which became 
extreme and terminated suddenly in death. At the post- 
mortem examination Whipple found the villi of the small 
intestine swollen, the submucosa thickened, and the 
mesenteric glands enormously enlarged by deposits of 
neutral fats and fatty acids. Both in the mucosa and in 
the mesenteric glands he found numbers of large mono- 
nuclear cells surrounding the fatty deposits. He 
proposed the name intestinal lipodystrophy for the dis- 
order, which is often called Whipple's disease. 

Though a rare disease, intestinal lipodystrophy has 
always aroused the interest of gastro-enterologists, and 
in 1956 Chun-I. Wang, H. D. Janowitz, and D. Adlers- 
berg? reported the 55th published case-history. The 
great interest of their case is the response shown to corti- 
costeroid therapy. The diagnosis had been made beyond 
all reasonable doubt by intestinal biopsy at laparotomy in 
1951, when an ileo-transverse colostomy was carried out 
because the terminal ileum bore some suspicious evidence 
of regional ileitis. After the operation the diarrhoea 
increased and the patient was then treated with oral 
cortisone for four months with marked improvement, 
both symptomatically and as shown by tests of intestinal 
absorption. The patient relapsed one week after stop- 
ping this treatment. Soon afterwards she was treated 
with corticotrophin gel for 64 months, also with good 
results, but again she relapsed soon after treatment 
ceased. She was then given hydrocortisone (free alcohol) 
by mouth for five months with both subjective and 
objective improvement. Thereafter she did not relapse 
during a follow-up period of twenty months. 

Wang and his colleagues are not alone in having used 
corticoids in this disease, and they summarize the results 
of this form of treatment in six previously published 
cases as well as in their own. Several of the patients 
responded initially to cortisone or corticotrophin, 
although relapse, either after stopping treatment or even 
during it, was liable to occur. So far as can be deduced 
from the very small number of cases treated, hydrocorti- 
sone (free alcohol) by mouth may be the most effective 


1 Whipple, G. H., Bull. Johns Hopk. Hosp., 1907, 18, 382 

* Wang, C.-I., Janowitz, H. D., and Adlersberg, D., Gastroenterology, 1956, 
30, 475 

* Hendrix, J. P., Black-Schaffer, B., Withers, R. W., and Handler, P., A.M.A 
Arch. intern. Med., 1950, 66, 91. 

* Plummer, K., Russi, S., Harris, W. H., Jr., and Caravati, C. M., ibid., 1950, 
86, 280 

* Russo, F. R., ibid., 1952, 88, 600. 
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treatment, and intramuscular corticotrophin probably 
gives better results than oral cortisone. Wang and his 
colleagues recommend in addition a high-protein, low- 
fat diet with restriction of sodium intake and added 
potassium 

With the finding that Whipple’s disease is sometimes 
amenable to treatment, its early recognition becomes 
important. Its clinical features have been well reviewed 
during recent years.° The disease occurs chiefly in 
middle-aged men, and is characterized by polyarthritis, 
dyspepsia, cough, loss of weight, diarrhoea, and steator- 
rhoea. Brown pigmentation of the skin, resembling that 
of Addison’s disease, is not uncommon. Death always 
used to occur between one and five years from the onset 
of symptoms. As the diagnosis cannot be made on 
clinical grounds, laparotomy should be advised when the 
disease is suspected so that biopsy specimens can be 
taken of the intestinal mucosa and of the mesenteric 
lymph nodes for microscopical study. How necessary 
this is for correct diagnosis can be seen from the 
fact that J. P. Hendrix and his colleagues,’ when 
reporting four cases in 1950, had made the diagnosis in 
one of them by mesenteric lymph-node biopsy, and they 
believed that this was the first reported case to be diag- 
nosed during life. 


DANGERS OF STRONTIUM-90 


Recent discussion on the hazards of releasing nuclear 
energy has centred about the dispersing of radioactive 
strontium into the environment. As was said in these 
columns recently‘: “ The main problem is how to assess 
the hazard from a given amount of strontium-90 in 
bone.” The issue may be narrowed by considering 
whether there is such a thing as a safe dose of strontium- 
90 in the human body, with the corollary that every 
addition to this threshold dose increases the risk of 
malignant disease developing. An important contribu- 
tion to the debate from a committee of the Atomic 
Scientists’ Association is reported at p. 1003 of the 
Journal this week, and its short answer is that the evi- 
dence is as yet inconclusive 

The fundamental difficulty, says the report, is that 
the relationship between damage produced and amount 
of radiation is not known. If there is a threshold dose 
below which cancer cannot be induced, “then it can 
reasonably be inferred that the small amount of stron- 
tium-90 which will accumulate in bone from the current 
H-bomb tests would not result in any harm.” But if a 
linear relationship exists between amount of strontium- 
90 in the body and risk of developing a bone tumour, 
and if various. other assumptions detailed by the com- 
mittee are made, then “the number of bone sarcomas 
from one nominal high-yield nuclear test may amount 
to 20,000 all over the world.” The type of test referred 
to is the one carried out with an H-bomb at Bikini in 
1954 and with a fission-yield equivalent of 20 mega- 
tons. Whether or not such a linear relationship exists 
has not yet been determined. If it does, the consequence 

* British Medical Journal, 1957, 1, 752 
* Finkel, M. P., Radiology, 1956, $7, 665 


* Brues, A. M., J. clin. Invest., 1949, 28, 1286 
? Loutit, J. F., British Medical Journal, 1957, 1, 943 
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of it is that “every H-bomb test by causing an increase 
of the content of strontium-90 in bone will increase 
the frequency of bone lesions."* Some evidence® * that 
the relationship may be of a different kind was referred 
to in this Journal last week by J. F. Loutit,’ whose views 
command great respect. He wrote : “In point of fact, 
the quantitative evidence of the carcinogenic properties 
of radiostrontium, and there is not much of it, suggests 
that the relationship is not linear and that there is some 
form of threshold, or effective latent period.” The 
research being carried out to elucidate these issues is 
unlikely to provide clear-cut conclusions for some time 
Meanwhile, the situation is well summed up in these 
words of Loutit’s: “ The correct conclusion in the pre 
sent state of scientific knowledge is that a linear rela 
tionship sets the limit and indicates the worst possible 
conditions, so that it would be prudent to go easy until 
the real facts are ascertained.” 


ANIMAL EXPERIMENTS AND PROTECTION 
FROM DISEASE 


The Research Defence Society generally chooses for the 
annual lecture commemorating its founder, the late Sir 
Stephen Paget, a speaker guaranteed to carry the battle 
into the opponents’ territory. In the twenty-fourth 
lecture (1955) Sir Henry Dale, with the vigour still 
characteristic of this stimulating octogenarian, had 
given a devastating exposition of the untold suffering 
among men and women and children, to say nothing 
of domestic animals and pets, that the anti-vivisectionists 
would have inflicted if they had had their way.' Last 
year the twenty-fifth Memorial Lecture was delivered 
by Professor A. A. Miles, director of the Lister Insti- 
tute of Preventive Medicine. His title, “ Resistance 
to Infection—the Experimental Approach,” suggested 
that he was going to be philosophical rather than 
poiemical: none the less he had many shrewd hits at 
those who wish to prohibit the use of animals in the 
laboratory. He made a scrupulously careful analy- 
sis of what animal experiments cannot and—far more 
important—of what they can in fact help to achieve. He 
dwelt at some length, after a historical introduction 
ranging from Galen to Koch, on the dual concepts of 
host susceptibility (or lack of resistance) and virulence 
of the invading organism, showing that the resulting 
intensity of an illness or infection is due to the joint, and 
ever-changing, operation of both factors together. He 
explained further how the late Professor W. W. C. Top- 
ley’s studies of epidemiology in laboratory groups of 
mice had thrown fresh light on this joint action, revealing, 
for example, what might be expected from bringing a 
new group of uninfected animals into a colony in which 
an epidemic is already under way. One of the unex- 
pected results—that this might even cause a waning 
infection to flare up again—has immediately practical 
applications in the domain of human health. Professor 
Miles also carefully expounded just how little the experi- 
mental method had so far been able to tell us of the 
complex relationship between nutrition and infection 
and of the even more complex one between heredity 


ae i See report in British Medical Journa , 1955, 2, 1266. 
® Miles, A. A., Conquest, 1957, 45, 2. 
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and resistance to disease. Opponents of the experimental 


method no doubt will be eager to cite this in their propa- 
wil P Miles’s demonstration 
that without it we should to-day not merely know even 
le f these important relationships than we do, but 
hould St tainl ¢ pursuing will-o’-the-wisps 
tiny gr the gloomy quagmires of what he calls 


no val Di 

Prof x9 Miles dealt in some detail with the major 
in yt attack On animal experiments—an attack relying 
for the st | ym the a nent that they are un- 
nec iry or irrelevant or unjustifiable And he distin- 
gu d nree of these f1 what is often confused 
wit them lamely the attack for so-called ethical 

’ s. This can only be met, according to Professor 
M our recognizing “a clear-cut hierarchy in the 
animal kingdom ™ that causes us to “ conceive our first 
duty to be to man On this point, moreover, he neatly 
t d the tables on the critics of animal experiments 

Ihe contention,” he said that what happens in an 
inimal is irrelevant to what happens in man can be 
made only by insisting on the differences between one 
animal and another ; and ignoring the similarities. To 
do so is to deny on biological grounds the very kinship 
that is invoked to forbid the use of animals altogether 


Professor Miles is far from advocating the indiscrimi 


nate or extravagant use of animals in the laboratory 


Indeed, he cited as one of the “ beautiful ” features about 
Topley’s 
permitted the maximum certainty of result to be got with 
“the 


iS a very real 


experiments that their planning and analysis 


the minimum number of mice: he also said that 


respect we accord to the living animal 


thing to most of us We acknowledge it in any con 


sideration of animal experiment not only by avoiding 


ivoid the un 
in admirable example 


the brutal, but by doing our best to 


necessary.” The whole lecture is 
of honest philosophical thinking clearly expressed, and 
will give in the reading, now that it has been published 
Defence 


incidental 


even more food for 


than it did in the 


by the Research Society, 


thought, and pleasure, 


hearing 


EMMETROPIA 


The problem of the refraction of the eye has excited the 


interest of the physicist and physiologist since the early 


part of the seventeenth centur ind in more recent years 


the ophthalmologist has added his attention to the sub- 


ject While a mass of detail has emerged from these 


studies, there is still no complete understanding of the 


factors which contribute to the development of the 
en tropic eye or of the deviations from normality 
which lead to the state of ametropia Until the begin 


ning of the present century only the variations in the axial 


length of the eye were considered, a normal axial length 
reased 


being associated with emmetropia, a dec 


with hypermetropia, and an increased length with 

nvyopia In 1913 this simple philosophy was upset by 

* Steige A.. Die Entstehung der sphir en Refraktionen des menschlichen 
duges Be 

irch. Ophthal., 1934, 132, 182 

Sorsby, A., Benjamin, B., Davey, J. B., Sheridan, M.. and Tanner, J. M., 
Frme Aberra Spec. Rep. Ser. med. R Coun. (Lond), 
1957, No. 293, H.M.S.O., London 


EXPERIMENTS 


Barrise 
MepicaL JOURNAI 


A. Steiger,” who showed that in emmetropia the axial 
length could vary widely, and he found also much varia- 
tion in corneal dioptric power. Steiger concluded that 
the different forms of ametropia seen in clinical practice 


re the result of a free association of these two variable 
ixial length and corneal dioptric power 
by E. Tron,* 


who obtained a correlation rather than a random associa- 


components, 


[his conclusion was proved to be untenable 


tion between these two components. 

Now in a Medical Research Council report’ Professor 
A. Sorsby and colleagues have shown that axial length 
power are correlated when the 


+ 4.00 D, so that a subnormal 


and corneal dioptric 
refractive error is less than 
axial length tends to be correlated with an increased 


corneal dioptric power, and vice versa. In this way 


emmetropia is the result of perfect correlation, and 
minor degrees of ametropia follow a slight failure in 
correlation. On the other hand, high degrees of 
than +4.00 D) are 


inomalous components with values falling outside the 


this 


imetropia (more the result of 
range of normal variations, and axial length is without 
Fewer than 5% of 


The two 


doubt the main determining factor 
eyes fall into the category of high ametropia 
other components which contribute to the total refrac- 
tion of the eye are the depth of the anterior chamber and 
a less significant 
It is likely that in 


the lens dioptric power, but these play 
part in the production of ametropia 

the normal eye the correlation between axial length and 
corneal dioptric power is a simple and self-regulating 
process whereby, during any increase in the axial length 
a sphere, 
act as the 


of the eyeball, the cornea, which is part of 
vaturally becomes less curved. The retina may 
organizer of the refractive components of the eye in the 
process tending towards emmetropization 


PRESIDENT OF THE ROYAL COLLEGE 
OF PHYSICIANS 
Dr. Robert Platt, Professor of Medicine in 
University of Manchester, last 
President of the Royal College of Physicians of London 
Prot Platt Sheffield University, 
where he took his M.D., and was physician to the Royal! 


the 
was elected week 


essor was educated at 
Infirmary in Sheffield before moving to Manchester in 
1945 He is renal 


His writings on medical education and other 


widely known as an authority on 
disease 
ispects of medicine, thoughtful and penetrating in their 
inalysis, have commanded the deep respect of his pro 
1948 he has been 


Professor Platt’s 


fessional colleagues. Since an editor 


of the Quarterl 


Journal of Mi dic ine 
election as President of the Royal College of Physicians 
ind on many other grounds 


been 


will be welcomed on these 


Coming from the provinces he breaks what has 


almost a London monopoly of one of the high offices in 
the world of medicine. He carries his learning and his 


culture without ostentation, and his approach to the 


position and problems of his new office will, we may be 
Apart 
appointments, Professor. Platt is on the Council of the 
Royal 
the Manchester Chamber Concerts Society 
a ‘cellist of no mean distinction 


sure, be refreshingly direct rom his medical 
Manchester College of Music and is Chairman of 
he is him- 


self 
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muscles 
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ASTHMA AND HAY FEVER 
SYMPOSIUM FOR G.P.s 
[From A SPECIAL CORRESPONDENT] 


A symposium on allergy and the respiratory tract was held 
at the Institute of Diseases of the Chest, London, on April 9. 
It was designed specially for the general practitioner 


Management of Asthma 


Dr. J. L. Livincstone began by defining asthma as a 
clinical syndrome marked by periodic dyspnoea with wheez- 
ing, mainly expiratory, associated with temporary narrowing 
of the smaller bronchi and bronchioles throughout the lungs 
In long-standing cases the wheezing might become per- 
manent. Asthma was a common condition, affecting at 
least 1% of our population, or around 750,000 persons in 
England and Wales, he said. Although it was generally 
accepted as a relatively benign though trying condition, this 
was not strictly so, for 3,000 individuals were certified each 
year as dying from “asthma,” and even this was probably 
an underestimate. 

What was the prognosis? It was very difficult to dog- 
matize, as the course depended on so many interrelated 
factors. In a 20-year follow-up of almost 500 children under 
13 years of age Rackemann and Edwards had found that 
70%, either were “cured” or were almost completely un- 
affected by asthma, so long as they avoided allergens ; that 
25% were still suffering from asthma, 11% of these being 
severely affected; and that 1% had died. There was 
therefore a natural tendency towards a spontaneous “ cure ™ 
during adolescence. 

In discussing therapy and management it was well to have 
some simple system of classification. Dr. Livingstone sug- 
gested the following as practical: allergic asthma, with 
mucoid sputum ; infective asthma, with purulent sputum ; 
mixed asthma, a combination of the two preceding groups : 
psychological asthma ; drug sensitivity, especially to aspirin ; 
asthma due to nasal causes ; and a miscellaneous group such 
as that associated with menses, exertion, and foods. Treat- 
ment must always be a serious matter and not just a question 
of prescribing antispasmodics. The main features in any 
plan of management should include: (i) early and accurate 
diagnosis of the type of asthma, as already defined, and the 
application of appropriate therapy ; (ii) a “ hardening regime” 
including fresh air, cold baths, and general toughening up, 
especially in children—this regime was based on the good 
results when children entered boarding schools and youths 
joined the Forces ; (iii) avoidance of allergens, especially in 
bedrooms, where attention to pillows and mattresses would 
yield rewards, as would removal of dust ; (iv) physiotherapy, 
which had twofold psychological and functional benefits ; 
(v) treatment of nasal defects ; (vi) treatment of any infection 
with appropriate antibacterial measures ; and (vii) hyposensi- 
tization. 

Hormone Therapy in Asthma 


Dr. HowarD NICHOLSON spoke on the use of the cortico- 
steroids in the control of asthma, basing many of his com- 
ments on the results of the recent Medical Research Council 
trial.* In status asthmaticus a good proportion of patients 
would respond to the simpler well-established treatment with 
adrenaline and aminophylline, he said The more potent 
and more dangerous corticosteroids should be reserved for 
those more severely affected who did not respond to the 
simpler remedies after 24 hours of energetic treatment. This 
applied more particularly to the first attack of status 
asthmaticus. However, discretion must be used in each 
case, and in a very severely ill patient who was in danger 
of his life corticosteroids were indicated at once. 

Cortisone or one of its delta derivatives were the oral 
preparations most often used. Dr. Nicholson expressed a 
preference for prednisone. The dosage recommended for 
cortisoue was 350 mg. on the first day, 200 mg. on the 
second. followed by a reduction of 25 mg. over each suc- 


*Lancet, 1956, 2, 798, 803 
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ceeding day for the next 8-10 days. The dosage for 
prednisone was one-fifth of that for cortisone 

In the infective group, with a purulent spatum, the infec- 
tion should be energetically treated with antibiotics such 
as the tetracyclines or penicillin and streptomycin if cata 
strophes were to be avoided. 

In chronic asthma the corticosteroids were much more dis 
appointing, in the vast majority the condition relapsing when 
the drug was discontinued They did have their place, 
however, in a small group of cases who were very severely 
incapacitated, and in these patients the drug had to be 
continued more or less permanently in a dosage of 75 mg. 
daily for cortisone or 15 mg. for prednisone. It must be 
strongly emphasized that this was a potentially dangerous 
therapy which should be reserved for the very severe and 
intractable case, properly selected and with a full apprecia- 
tion of the risks involved 


Hay Fever 


Mr. P. F. MILLING speke as an E.N.T. surgeon on the 
differential diagnosis of hay fever. The signs and symptoms 
of hay fever were common to a number of other conditions 
Even the everyday coryza had to be remembered when 
examining a new case. Vasomotor rhinitis was a confusing 
group of cases with almost identical clinical features but 
without the characteristic seasonal patterns. Allergic rhinitis 
was a more definite group in which a history of association 
of symptoms with contact with dust or animals was obtain- 
able. With the increasing use of hypotensive drugs it was 
becoming more common to see patients with stuffy noses 
and sneezing attacks as a direct effect of these drugs. Nasal 
polypi and infected sinuses which might result as complica- 
tions from any of the already mentioned conditions could 
also produce symptoms of “ hay fever.” 

In the treatment of hay fever prophylactic therapy with 
antihistamines was not usually successful, and it was better 
to wait till symptoms ap=eared before using these drugs 


Assessment of the Allergic Factor 


The allergist’s views were presented by Dr. J. Pepys, who 
stated that the incidence of allergic disorders had been 
calculated to be 10% in those countries where studies had 
been made. This high incidence made it all the more 
necessary to approach the problem in a proper scientific 
fashion. 

The diagnosis of allergy must be based on a careful history 
and examination. The pale boggy appearance of the nasal 
mucosa together with the presence of eosinophil cells in 
the nasal secretions was typical Itching of the nose was 
common, and in children particularly the vigorous rubbing 
of the nose, the “allergic salute,” was a very frequent sign 
Repeated episodes of “bronchitis,” “pneumonia,” and 
“colds” should be regarded with suspicion, since they 
could all be part of the allergic clinical manifestations. These 
incidents could be all the more confusing because of asso- 
ciated pyrexia, which, whilst its cause was not clear, might 
nevertheless disappear on control of allergic factors 

Classification of respiratory allergic disorders was difficult. 
The simplest method was to group cases as extrinsic or 
intrinsic, The extrinsic group presented a long history of 
skin and other allergic manifestations, often starting in 
infancy with eczema. External allergens could be found, 
and the prognosis for this group was good. The intrinsic 
group started symptoms later in life ; the prognosis was poor, 
and, except for their frequent and remarkable sensitivity to 
aspirin, other allergens were seldom identified. 

Management was based on identification of the causal 
allergen, and the removal of the patient from the cause or the 
cause from the patient. If this was not possible then a 
course of desensitization should be considered. Identifica 
tion of the cause should be based primarily on a careful 
history. It was essential to ask leading questions as to 
possible specific causes. Were there seasonal variations ? 
Allergy to tree pollens produced symptoms early in the year, 
grass pollens produced symptoms towards the end of June, 
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and in the autumn moulds were often responsible for allergic 


reactions Were symptoms related to house dust Here 
one had to ask specifica about the effects of sweeping and 
dusting in the home Were the attacks nocturnal If so, 
then they might be related to the dust in, or the composition 
‘ le matt dj ws. Were there associations with 
an Als d r drugs All these possibilities had to be 
exe ed d a careful history was much more valuable 
than any of the ancillary tests. Skin tests were very diffi 
cult » as d, unless they we carefully executed with 
rel ¢ materials and the results carefully interpreted b 
an expert, the were apt to be misieading \ positive skin 
reaction did not necessarily imply that the test allergen was, 

uct, the real cause of the clinical disorder Skin tests 
d, however, | nost useful nfirming allergic sensi 

vity to moulds and grass, flower, or tree pollens 


Control of Allergy 


Env 7 ental ntrol—i.e., the removal of allergens was 


based } ng experience of the results of identification ol 
allerge continued Dr. Pepys 4 common approach to 
such patients, modified by individual findings, included 
advice on the removal of animals; the changing of mat 
tresses or pillows or providing Suitable piastic covers [or 
the ind the control of house dust by vacuum cleaning, 
damp dusting, and the wearing of masks when dusting 
Desensitization was indicated only if control by other 


means was not possible It consisted of carefully graduated 


courses of injections which might have to be continued for 
many years It was a nice point to decide whether the 
trouble involved was worth while 

Ihe corticosteroids had a very small place in the treatment 
of the common respiratory allergic disorders. They were 
useful, however, in the very severe seasonal asthmas, and 
in these they could be used prophylactically during the 
season 

Dr. Pepys stressed the very real dangers of “ nasal addic- 
tion with severe aggravation ol rhinitis, caused by the use 
of some of the currently popular nasal drops—”* fenox ” 
and “privine” being, in his view, the worst offenders 


OPHTHALMOLOGICAL SOCIETY OF THE 
UNITED KINGDOM 


[From A SPECIAL CORRESPONDENT] 


The 77th annual congress of the Ophthalmological Society 
of the | ed Kingdom was held at the Royal Society of 
Medicine from April 11 to 13, under the presidency of Mr 
J. J. Heaty. A record number of members and their guests 


attended and a wide variety of papers were read 


The Bowman Lecture was delivered by Sir STreWwartT 
Duxe-E_per on “The Aetiology of Simple Glaucoma.” 
Th ecture is the highest honour the Society can bestow, 
and tl ear’s exposition was outstandingly interesting and 


ative 


Diabetic Retinopathy 
rhe principal discussion was on the eye changes in diabetes. 


Professor G. |. Scorr. of Edinburgh, opened it by referring 
to the difficult problem of the aetiology of diabetic retino- 
patt The evidence about this was still inconclusive, he 
said. but he could confirm that the retinopathy occurred in 
the absence of general hypertension or local retinal arterio- 
scleros and that its development depended primarily on 


not the severity, of the diabetes. He also drew 
different types of retinitis proliferans 


the duration, 


attention to the two 


tha haracterize its later stage, one being the typical pro- 
duc fv ous haemorrhage and the other manifesting 
tself by the gradual development vascular loops which 


Although the tendency to 


no genetic pre 


often result in a rete mirabile 


seems to be 
and Professor Scott quoted 


there 


the retinopathy, 


in which it occurred in diabetes following 
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a pancreatic lesion. He also mentioned an unusual 


family who regularly developed an optic atrophy in associa- 


tion with their diabetes, but not a retinopathy. Capillary 
fragility also failed to account for diabetic retinopathy, 
but the retinopathy was always accompanied by a disturb 
ance of carbohydrate metabolism of the diabetic type. Was 
the retinopathy commoner in the well-controlled type of 


diabetic, he asked in conclusion, and did it show any altered 
frequency in those with a high renal threshold ? These were 
questions he was now in the process of investigating 


Relationship to Glomerulosclerosis 


Dr. NORMAN ASHTON, director of pathology at the Insti- 
tute of Ophthalmology, London, then discussed the relation- 
diabetic retinopathy and glomerulosclerosis 
as seen in man and in experimental animals. In a post- 
mortem series of 203 diabetic patients he had found retino- 
in 67.4% and glomerulosclerosis in 36.9 His main 
conclusions from this were: (a) that retinopathy 
precedes glomerulosclerosis, and in its early stages may exist 
without the renal lesion ; (>) that diabetic glomerulosclerosis, 
on the other hand, is always associated with retinopathy ; 
and (c) that, although practically all stages of the two lesions 
can coexist, severe retinopathy is almost always associated 
with glomerulosclerosis, the proportion of cases with severe 
glomerulosclerosis increasing with the severity of the 
retinopathy. The close relationship between the incidence 
of the two lesions suggested a common cause, which was 
further borne out by their histological similarity. Indeed, 
a hypothesis could be advanced which explained their histo- 
the namely, the seepage of lipo- 
proteins and mucopolysacchar:des from the circulation 
through foci of capillary degeneration, However, as Volk 
had recently pointed out, this comparison between the two 
lesions in terms of histogenesis was not completely accept- 
able, for there were several points difficult to explain, and 
the relationship between the two lesions might not in fact 
be as close as previously supposed. 

On the experimental side, no worker had yet succeeded 
in reproducing a retinopathy which could be accepted as 
analogous to that seen in human diabetes, although isolated 
components of the retinopathy had been produced by a 
variety of experimental procedures. In contrast, lesions 
resembling diabetic glomerulosclerosis had been repeatedly 
demonstrated experimentally, the most noteworthy results 
being those of Becker and his colleagues, who had 
obtained such glomerular lesions in 96% of rabbits defici- 
ent in vitamin By treated with cortisone. There was con- 
siderable evidence to show that these lesions might be due 
to lipaemia, for cortisone was known to induce lipaemia in 
rabbits, and the lesions could be prevented by the simul- 
taneous administration of heparin and reproduced by other 
forms of experimental hyperlipaemia. However, Cook 
had shown that fat emboli alone were insufficient to pro- 
duce characteristic retinal and renal lesions, but in man it 
seemed possible that a complex macromolecular substance 
consisting of fat, protein, and mucopolysaccharide, by 
impeding or obstructing the capillary circulation or by 
forming intramural deposits, might give rise to the various 
manifestations of diabetic micro-angiopathy 


ship between 


pathy 
study 


genesis on same basis 


Clinical Factors 


Finally, Dr. J. D. N. Nasparro (London) gave a general 
assessment of the picture from the physician's point of view, 
discussing the incidence of diabetic retinopathy and its 
possible relation to a relative increase in adrenal cortical 
activity After reviewing the two groups, insulin-deficient 
and insulin-resistant diabetics, he concluded that the clinical 
evidence pointed to “ prolonged sustained hyperglycaemia, 
or something closely related to it, as the cause of the retin- 
itis.” Discussing the management of the insulim-resistant 
group, he felt that the principal concern should be in con- 
trolling their obesity. He also mentioned the danger of 
carbutamide (BZ 55) in promoting the risk of retinal damage 
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Can a single therapeutic agent establish full mastery 


over a wide range of intractable conditions? 

Te this question, ACHROMYCIN tetracycline has 
undoubtedly provided the conclusive answer—for here, 
indeed, is the self-sufficient antibiotic. No other antibiotic 
has a broader antimicrobial spectrum. No other 
antibiotic—or combination of antibiotics—offers a 


wider measure of effective control. That is why 


AcHROMYCIN needs no added support in combating 


an impressive range of infections, and has won 


! 
Ws unqualified acceptance among doctors and 

hospitals throughout the world. 
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ACHROMYCIN 


TETRACYCLINE 


THE | SELF-SUFFICIENT | ANTIBIOTIC 


Capsules - Ear Solution - Intramuscular - Intravenous - Ointment 3% 
Ointment Ophthal: Yphthal: ic Powder Sterilized Ora 
Suspension - Liquid Pediatric Drops - Spersows* Dispersible Powde 


Soluble tablets - Syrup « Tablets - Troches 
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For nearly fifty years grateful mothers have been singing the praises of 


Cow & Gate. Here are a few of the many hundreds of thousands of 


lovely children who thrive every year on our famous Milk Food 


We are proud of them all, and proud too of the 


continued support of the Medical profession. 
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Subsequently he had tried tolbutamide, which was slightly 
different chemically and not a true sulphonamide, and here 
the results had been satisfactory with negligible side-effects 
However, prolonged trial of these new drugs would be 
necessary before they could be recommended for widespread 
use, and even then they would be suitable for only a small 
proportion of cases. More radical measures included hypo 
physectomy, which carried a considerable mortality and 
whose effects although generally favourable were difficult 
to assess 


STRONTIUM HAZARD FROM NUCLEAR 
EXPLOSIONS 


STATEMENT BY ATOMIC SCIENTISTS’ 
ASSOCIATION 


If there is no threshold dose with strontium-90 below which 
malignant bone tumours do not occur, then some 50,000 
such cases may result from the radioactive strontium already 
berated into the atmosphere from nuclear explosions. In 
addition there would probably be a number of cases of 
leukaemia, This admittedly rough estimate is given in a 
statement by the radiation hazards committee* of the 
Atomic Scientists’ Association Ihe statement was pub- 
lished on April 16. The committee thinks it quite possible 
that for strontium-90 no threshold does exist. 

Ihe Atomic Scientists’ Association was founded in 1946, 
mainly by scientists who had taken part in the wartime 
its principal aims is to 
keep the public informed about the effects of the release 
of atomic energy on human welfare. Its president is Pro 
fessor H. S. W. Massey, F.R.S., Quain professor of physics, 
University College, London; there are 20 vice-presidents, 
all save one fellows of the Royal Society, and including 
among their number Sir Jonn Cockroft; Professor J. 
ROTBLAT is executive vice-president 

The statement begins by recording that the association's 
council had earlier appointed a committee to study radiation 
hazards “and to follow up the implications of last year's 
report of the Medical Research Councilt in the light of 
more recent information.” In view of the present concern 
about the H-bomb tests. continues the statement, the council 
asked the committee to prepare a public statement on its 
current assessment of the hazard from radioactive strontium 


projects. One of 


atomic energy 


Committee's Staiement 

“ When,” says the committee, “an H-bomb is exploded 
at a high altitude, and in an area in which there are no 
inhabitants—as is said to be the case with the forthcoming 
British tests—there is very little likelihood of immediate 
injury to people, or of substantial local contamination of 
the oceans, even if a large amount of radioactivity is pro- 
duced in the explosion. This radioactivity would be taken 
up into the upper regions of the atmosphere from where it 
would spread all over the globe and gradually descend to 
the ground over a period of some years. By that time only 
the long-lived radioactive products of the bomb would re 
main, and it is with the possible effects of these that we 
are concerned 

“If H-bomb tests continue at the present rate, the dose 
of radiation to the reproductive organs, which may cause 
damage to future generations, has been estimated in the 
M.R.C. report to be of the order of 1% of that resulting 
from the natural level of radiations. Of greater import, 
however, is the damage which may result to the present 
generation, mainly from one radioactive substance—stron 
tium-90. This substance enters into our food, chiefly in 
vegetables and dairy products. and it accumulates in the 
human body in the bones, where it remains for a long time. 


*Membership of Radiation Hazards Committee: Professor J 


Rothlat (chairman). Dr. J. W. Boag. Professor A. Haddow, Dr 
W. M._ Levitt. Dr. Patricia J. Lindop, Mr. S. B. Osborn, Profes- 
sor L. S. Penrose, F.R.S., Professor P. A. Sheppard, Dr. G 
Simon, and Dr. A J. Salmon 

+The Hazards to Man of Nuclear and Allied Radiations. Cmd 
9780. 1956. H.M.S.0.. London 
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Depending on the assumptions made about the distributior 
of strontium in bone, we calculate (see appendix) that by 
the year 1970 the radiation dose to bone from all the tests 
carried out up to the autumn of 1956 will range from 9 
to 45% of the dose received from all natural sources, includ 
ing the radium which is normally present in bone 

“It is known that radioactive substances concentrated ii 
the bone may give rise to bone cancers and other damage 
and that the irradiation of bone marrow may result 
leukaemia, a type of cancer of the blood. The induction 
of bone cancers by the action of strontium-90 in the bone 
has been demonstrated in animals; in human beings tI 
same effect has been observed with radium, which in some 
ways b@Raves like strontium. In all these cases, however 
the amounts of radioactivity present in the bone were far 
greater than those that are likely to accrue from H-bomb> 
tests, The question then arises how to apply these findings 
to very There is here a fundamental! difficult 
in that the relationship between the damage produced and 
the amount of radiation is not known. If this relationship 
is such that there exists a threshold dose below which cancer 
cannot be induced, then it can reasonably be inferred that 
the small amount of strontium-90 which will accumulate in 
bone from the current H-bomb tests would not result in 
any harm. If, however, the number of additional bone 
tumours resulting from radiation is directly proportiona 
to the dose, then even a very small dose will give rise to 
a small but definite probability of bone cancer. This means 
that in a very large population a certain number of people 
would contract this disease as the result of their having a 
small amount of strontium-90 in their bones.” 


small doses 


Evidence on a Threshold Inconclusive 


“ The evidence is as yet inconclusive. Some animal expe 
ments have been interpreted as indicating the existence of a 
threshold dose. On the other hand, in man the occurrence 
of leukaemia caused by radiation suggests a simple propor 
tional relationship. Unfortunately the question cannot be 
settled by experiment in a short period of time, nor is there 
strong guidance from theory. There is one theory of the 
origin of cancer (that it is due to somatic point mutation) 
which implies a proportional relationship. Where the effects 
of strontium-90 are concerned the authorities in the M.R.C 
report appear to be inclined towards the proportional hypo 
thesis, for they state: ‘On the whole the experiments seem 
in favour of a proportionality between the frequency of 
tumours produced in a given length of time and the amount 
of radioactive material in the body even at low dose levels.” 

“If the proportional relationship is accepted, it is then 
possible to make a rough estimate of the number of bone 
cancers which may result from a given H-bomb test. The 
calculations given in the appendix show that an H-bomb of 
the type tested at Bikini in 1954, if exploded high in the 
atmosphere, may eventually produce bone cancers in 1,000 
people for every million tons of T.N.T. of equivalent expl 
sive power. (It has been stated that bombs hitherto 
exploded were equivalent, in aggregate, to 50 million tons, in 
so far as their strontium-90 fall-out is concerned.) These 
thousand casualties would be spread all over the world and 
occur in the course of several decades. A somewhat larger 
number of people might suffer other bone changes, possibly 
without manifesting any clinical symptoms. There is also 
the probability of a number of cases of leukaemia resulting, 
but we have not enough data to estimate this number, Al! 
the same time it should be pointed out that these casualties, 
although large in absolute number, represent only a fraction 
of those due to the natural level of radioactivity ; there 
would be no way of distinguishing one from the other. 

“If other types of nuclear weapons were exploded, the 
number of casualties would vary in direct relation to the 
amount of fission products released into the upper atmo 
sphere 

In giving these estimates it must be emphasized again 
that, apart from the considerable margin of error due to 
lack of adequate data, they are based on the as yet unproved 
hypothesis of a proportional relationship applying to very 
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NUCLEAR EXPLOSIONS 
some of the ways in they 
Then follow the 


it the Central Laboratories at 


account of which are being 
directors’ reports of research 
Mill Hill (Dr. JAMES CRAIGIE, 
F.R.S.) and at the Clinico-Pathological Research Unit at 
48. Lincoln's Inn Fields (Professor GrorrrRey HADFIELD) 
Dr. Craigie’s report recs rds the retirement of Dr A M 
BeaGo. who discovered the first filterable fowl endothelioma. 
and of Mr. H. G. Crasrree, who worked on tumour meta 
bolism. Both joined the Fund in 1922 

Dr. CRAIct experience of preserving 
60 experimental now 
ifter 
shown no significant progressive loss of viability 
the e has been no observable change in the charac 
urs so preserved. fF among other advan 
iges, is a far more economical way of maintaining a tumour 
than by serial transplantation It costs rather less than £2 
a year to tumour in this way, Dr. Craigie now 
meets for expe material from this 
frozen tumour Other being carried out at the 
Mill includes tumour 
cells in hangir ippears that the 

concentration in the cell’s atmosphere is a 

whether a 
puts out cytoplasmic processes. Other 
concerned the “adhesiveness” of tumour cells which is 
thought to have a their to infiltrate and 
metastas Prolonged stilboestrol treatment of guinea-pigs 
has resulted in an ipparent acceleration of the normal age- 
ind also in changes in renal function similar to 
ildosteronism in man 
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Clinico-pathological Research Unit 

Professor HADFIELD, in his report 
in investigating human 
the 


expected 


says that the obstacles 
cancer on a strictly 
whole more 


7reparations are 


scientific basis 


ire proving on than 
might be made for a 
study of the heterologous transplantation of human tumours, 
his staff has New York to study the 
methods developed at the Sloan-Kettering Institute. On the 
biochemical hormone excretion in patients with 
cers of the breast and prostate has been further investigated 
sstion of possible differences between clinical (or 
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the older 
presence or absence of metastases bore no 
lation to the duration of the disease \ follow-up 
of 200 patients with clinically benign prostatic enlargement 
now in its fourth year, has produced 19 undoubted 

though none had died of the disease 
presumably many of these patients have 
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Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Post-maturity 


Sik,—In your annotation on the subject of post-maturity 
(Journal, April 13, p. 876), you end with Greenhill’s 
dangerous assertion that “if the cervical canal is taken up 
and the external os is not closed, the patient is near, at, or 
after term.” The implied corollary is that, if the cervix 
is not taken up, term has not been reached. While in the 
normal case the taking up of the cervix (which is a sign 
that labour is soon to begin) occurs more or less simul- 
taneously with maturation of the foetus, it is wrong to 
assume that this happy coincidence is true in every case. A 
premature labour, say at 32 weeks, is preceded by the taking 
up of the cervix, and, on the other hand, in a prolonged 
pregnancy the foetus may die in utero because its growing 
demands exceed the diminishing ability of the dying placenta 
to supply it, while the cervix remains long and closed because 
the uterus is not yet ready for action No, Sir, it is not 
to depend on the state of the cervix to decide 
has been reached. The calculation of the 
pregnancy requires careful assessment of a 
number of details—the menstrual history, comparison of the 
size of the uterus in early pregnancy with the estimated 
duration, the time when movements are first felt, the girth 
in late pregnancy, the clinical assessment of the size of the 
foetal head, the x-ray appearances of the foetus and its 
ossification centres, and last, and probably least, the state 
of the cervix. A laisser faire attitude is probably better 
than ill-considered, brash interference, but careful clinical 
assessment of every detail is surely better than either.—I 
am, etc., 

London, S.W.3 
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J. C. McCiure Browne. 


Delayed Emptying of Gastric Stump 


Sir,—I have followed with considerable interest the corre 
spondence initiated by Mr. R. B. Welbourn (Journal, 
November 17, 1956, p. 1172) concerning delayed emptying of 
the gastric stump soon after gastrectomy. It has often been 
pointed out that operation usually reveals no apparent 
mechanical fault. Laparotomy therefore is better avoided, 
and in most cases gastric aspiration eventually results in 
resolution of the apparent obstruction. However, such 
obstruction may last, as Mr. Welbourn writes, for a matter 
of weeks, and, although gastric aspiration can be continued 
throughout this period, the problem soon arises as to the 
best way to maintain nutrition The intravenous route has 
considerable limitations if an attempt is made to carry it on 
for a long period, and the sooner one can revert to ali- 
mentary feeding the better The answer to this problem 
was given several years ago by Abbott and Rawson,’ who 
described their double lumen tube, and by Einhorn,’ who 
described a similar tube. Mr. Welbourn speculates as to 
the possibility of using such a tube, having not apparently 
heard of it before, and Mr. Maurice Lee (Journal, December 
8, 1956, p. 1364) has devised such a tube, apparently not 
knowing of the work of Abbott, Rawson, and Einhorn 
Although I have been using Abbott-Rawson intubation as a 
routine in all gastrectomies for many years, I was recently 
surprised to find that only a very small percentage of 
Australian surgeons use it. 

Our routine in gastrectomy is as follows The tube is 
introduced via the nares into the stomach shortly before 
operation, and at operation the end of the tube is placed 
into the efferent loop so that the gastric suction holes lie 
in the stomach Printed instructions to nurses divide the 
post-operative treatment while the tube ts in position into 
two phases On return to the ward after operation, to 
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prevent the lumen of the tube from becoming blocked, the 
jejunal feeding port‘on of the tube is connected to a slow 
5% dextrose drip. Hourly syringe suction is applied to the 
suction portion In the patient behaving normally, 
a few centimetres are withdrawn at a time 
Continuous suction never works satisfactorily If it does it 
usually means that trouble is developing With syringe 
suction any abnormal change in the behaviour of the aspirate 
very early becomes apparent. Suction is continued without 
oral intake until bile appears in the aspirate 12 to 48 hours 
after operation This is taken to indicate that the 
temporary post-operative paralytic ileus is subsiding 
Aspirations are continued for a few hours after bile appears 
to allow for the transition from the early irregular contrac 
tions of the small bowel to the stage of normal peristalsis 
This is the end of the first phase, which is the time when it is 
decided that the bowel movements have recovered to such 
a degree that it becomes wise to introduce food into the 
small bowel The gastric aspiration is continued, but the 
continuous jejunal drip is replaced by the hourly injection 
of 1 oz. of a suitable protein hydrolysate. This is followed 
by the injection of the gastric aspirate, which, if removed 
as it collects, consists of normal duodenal content, which 
should be conserved. This feeding is continued with increas 
ing quantities for a couple of days until it becomes clear 


gastric 
never more than 


that the jejunum is tolerating the feedings. The tube is 
then removed and oral feeding commenced 

Two obstructive phenomena may occur in the early post- 
operative period—namely, obstruction to emptying of the 


and intestinal obstruction at a lower level. These are 
diagnosed at a early stage Normally the 
syringe every hour is only a matter of a few cubic 
centimetres. If it is found that the quantity gradually increases, 
though perhaps irregularly, and commences to away very 
easily with syringe suction, then one of these obstructions is de 
veloping The jejunal drip is stopped, and 
applied to the jejunal portion of the tube. If only a few cubic 
centimetres of fluid are withdrawn with difficulty, the fluid ap- 
pearing to be only that which has been introduced to clear the 
lumen of the tube, then the obstruction is at the efferent stoma 
If, however, there ts an increase in the quantity of fluid that can 
be aspirated from the jejunal feeding tube, and this fluid comes 
away readily, and in volume, and appears to be similar to that 
withdrawn through the gastric suction, then the obstruction is in 
the small bowel 


stomach 
readily 
aspirate by 


very gastric 


come 


syringe suction is 


With stomal obstruction, syringe suction is replaced by con- 
tinuous suction. If the fluid is aspirated as secreted, it is normal 
duodenal content, and should be returned to the alimentary 
canal. With a double lumen tube this can readily be done by 
placing the gastric aspirate in a suitable container, and running 
it through a simple filter into the jejunal portion of the double 
lumen tube. To this can be added a continuous drip of high 
protein fluid. It is sometimes found that sufficient fluid can be 
given by the jejunal feeding tube to allow of intravenous fluids 
being discontinued. I have had such a case enjoy perfect com 
fort for 14 days. At the end of this period the block resolved 
this being shown by rapid fall in the amount of fluid that could 
be aspirated from the stomach. When this occurs the manage- 
Abbott-Rawson tube reverts to that of the second 
phase of normal management, and progress is uneventful. One 
does not have to worry with prolonged intravenous feeding, and 
does not have to discard the many pints of aspirated normal duo- 
which ould only be through a 
continuous 


ment of the 


denal otherwise given 
feeding jeyunostomy With 
suction is applied to whichever 
and this suction is continued until the obstruction which 
it usually does This is indicated by rapid fall in the 
smount of aspirate coincident with relief of distension and pain 
and perhaps passage of flatus. The management again reverts 
to the normal management 


content 
small-howel obstruction 
of the two lumens runs the easier 
resolve 


igain 


Concerning Mr. Welbourn’s case report, I would like to 
state that oral intake is not allowed while suction is being 
carried out, except as a trial at the stage when one feels that 


the patient may tolerate a change from suction to oral feed- 


ing As Mr. Lee advocates, some years ago we did start 
drip feeding into the jejunal feeding tube immediately after 
but found that, if such were done into a smal 


operation 
bowel in a state of the so-called 
was often not tolerated, causing regurgitation and vomiting 


physiological ileus,” it 


_E 
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We therefore stopped this in favour of using the appearance 


n the aspirate as an indication of the probability that 


th ntroduction of food was likely to be tolerated I arn 
t< 
CHARLES 
K ERENCE 
Abt and Raws J Amer. med. Ass., | 108 
I M ure. Gyn bstet 41, 72, 48 
Strontium-90 in Man 
Sur You ding article (Journal, March 30, p. 752 
o I h gers of strontium-90 absorp n 
ipparently overlooks the special case of the marine habitat 
“ } ce sO many nuclear tests are carried out at sea, 
ird jed a ns I int 
It is, | believe, true that certa species of zoo-planktor 
ite stronti specificall Since these organisms 
iple diet of larger ma forms used fo 
if } t 1s obable that sea-b« e stro! would 
an anise ind, in fish-eating unitie 
va | y streams pass ie to tes I nd 
te a very real danger I nore, while 
mn d ti spread is is units tl endenc 
k ganisms t trate in areas of suitab 
pl cal properties with uld 
ible conditi cor ntrations of stronti 
lerably higher than the average level, with correspond 
ingly hieher lev in fish grazing in these areas 
While we are perhaps fortunate in England, in being 
onsiderable distance from the nuclear testing-grounds, there 
thers who are less fortunate and whose shores are 
washed by ocean stre s carried over immense distances 
I am, etc 
London, N Gorpon Hyp! 
Benactyzine 
Sirn,—-The paper by Professor G. R. Hargreaves and Drs 
M. Hamilton and J. M. Roberts (Journal, February 9, p. 306 
ind the subsequent correspondence between Dr. E. H 


Hare (Journal, March 9, p. 582) and Professor Hargreaves 
Journal, April 6, p. 817) emphasize the importance of 

conducted “ blind” investigations of the efficacy of 
eutic drugs “in order to circumvent the capacity for 


unwitting self-deception which both psychiatrists and their 


patients display “—as the authors of the original paper had 
put it Alas. it seems that even the best intentions are not 
proof against the craft and ingenuity of unwitting self 
deception The investigation by Hargreaves and his 


colleagues shows an example of self 
narked as to be highly significant statistically 
It is debatable whether “ blind” trials are possible at al! 


in the case of a drug that does not remove symptoms and 


deception which is so 


iracteristic effects which reduce the distress 


ne ¥Y causes ch 
occasioned by the patients’ symptoms. Benactyzine produces 
(? in most cases) “a feeling of calmness, and sometimes a sense 
of detachment,” as the original authors have reported. In 
more than half their cases (8 out of 14) there were co 
plaints of dizziness and “ muddled thinking.” Obvious!y 
any psychiatrist worth his salt is likely to detect the 
ci icteristic effects of such a drug He certainly may b 
exp sd to see through the transparent “ blind” of suc 
tria ind to guess, with a success-rate fa ibove chance 
whether a patient received the drug or inert tablet 
Hargreaves and his colleagues removed six patients from 
the vestigation because of changes in the patients’ life 
situatior The patients were removed before the authors 


knew the coding employed for the dispensation of the tablets 
Nevertheless this procedure violates the canons of statistical 
expe entation. Dr. Hare rightly pointed out that, had the 
patients not been removed, there would have been hardly 


iny difference between the improvement scores in the contro! 
and the benactyzine patients. It is this removal of six patients 
from the investigation that betrays the working of unwitting 
self-deception. The exclusion of every one of these patients 
favoured a positive outcome of the trial. How often could 
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this have happened by chance If we assume that in eacu 
case there had been an equal chance that the exclusion of a 
patient either increased or reduced the difference between the 
yntrol and the benactyzine group, then the answer is: only 
ynce in 64 chance guesses could it have happened that the 
lifference between the two groups was invariably increased 


It is like the chance of throwing six heads in spinning a coin 


P therefore is 0.016, which is of much higher significance 
than any of the P-values reported in the original paper. I 
supplies statistical evidence that the investigators had faller 
victims to the wiles of unwitting self-deception which the 


had been trving so hard to circumvent I am etc., 


F. K. TAYLOR 


I jon, S.E 


Defective Colour Vision 


Sir,—People are often unaware of defective colour vision 
ir vective of their general intelligence and cducation 


rres| 
Occasionally the effects are damaging to their careers 


Defective colour vision is common in men, the frequency 
being about 8%, and less common in women, being about 
0.44 

A case in point, a youth of 18 years, had worked satis 
factorily in an industrial chemical laboratory on work which 
he could and did carry out satisfactorily for over a year 
His further training, at a technical school, necessitated titra 

ons using colorimetric methods. After a year he developed 

an anxiety neurosis due to difficulty in his school work 
owing to his colour defective vision, and after a further six 
months of effort he resigned his post 

A review of the effects of defective colour vision in indus 
try was made in 1946 by the Colour Group of the Physical 
Society. They stated’: “ We have no doubt of the urgency 
of instituting tests of the colour vision of schoolchildren, 
especially boys They recommended that school tests 
should be carried out at 13 years by a confusion chart 
method—for example, Ishihara—and that pre-vocational 
tests should also be carried out The use of a simple short 
method such as Ishihara charts can be made with little 
nstruction by a nurse or other intelligent adult. By this 
means those with grossly defective colour vision will all be 
found and most of those with marked colour defects. Yet, 
11 years after the Physical Society’s report, only a minority 
of schoolchildren have colour vision tests. 

The young man referred to above wasted about two years 
of his life in training for a task for which he was unsuitable 
through his colour defect. If he had completed the training 
period he could undoubtedly have taken some sort of post 
in a large laboratory, but promotion, which would be depen 
dent on further training and the ability to move from task 
to task to gain general experience, would have been greatly 
hampered. The waste of time in training, bitter disappoint- 
ment of cherished ambitions of would-be chemists, aircrew. 
seamen, railwaymen, etc., and the even more serious damage 
to people’s careers later can be avoided by a school exami- 
nation of colour vision.—I am, etc 


ROBERT PIPER 


Gerrards Cross, Bucks 
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Underfeeding of Babies 


Sin.—In the second paragraph of Mr. Albert Davis's letter 
on this subject (Journal, April 6, p. 821) he refers to the 

extensive paediatric practices” of some nurses. I would 
like to go one stage further in commenting on what I might 
| “ risks the baby runs in being kept healthy.” 

No one would dispute the fact that infant welfare clinics 
ind health visitors have done a lot towards education in 
baby-care and are a very big factor in the lowering infantile 
mortality. But now I feel there is a risk of going too far 
Just as it ts possible to overtreat peptic ulcers—as we read in 
the same copy of the Journal (p. 786)—so I am sure it is 
possible to overcare for babies. Let me give you three 
instances: (1) Weighing: Many mothers of newborn babies 
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Prescription for progress... 
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are literally slaves to the scales. If baby does not put on 
his regulation 6 oz. (170 g.) per week, they rush round to 
the doctor to find out the cause. As I see it, weighing is 
largely unnecessary. If the baby is contented, taking his 
feeds, and there are no symptoms of trouble—e.g., vomiting 
or diarrhoea—and there is no apparent organic trouble, 
surely everything is fine. If he is breast-fed he is getting 
enough ; and the amount of milk to be given to a bottle-fed 
baby should anyway be calculated on his expected weight, as 
opposed to his real weight (and even then one should not 
stick strictly to the 24 oz. per Ib. (156 ml. per kg.) body 
weight per day). As far as I see it, the only point in weigh- 
ing a healthy baby is to see if a breast-fed one is being 
underfed—and even then the only method is to test-feed for 
24 hours. (2) Foreskins: How many cases of circumcision 
arise because someone in infancy has been bitten by the 
stretching bug, so that the foreskin develops into an in- 
elastic scar? Let us recognize the physiologically tight 
foreskin of the neonate, and leave it well alone. It will then 
rarely need circumcision. (3) Umbilical herniae: In infancy 
we know these to be very common, and we also know that a 
very high percentage are “ cured” spontaneously. Why not 
leave thern alone Strapping (especially with pennies) only 
becomes unhygienic, and if anything upsets the muscular 
balance of the abdominal wall it is the strapping that is 
usually carried out in clinics, 

Let me hasten to repeat that in principle I have every 
admiration for the infant welfare service. But, if the 
members of it are not careful, their meddlesomeness may 
undo much of the good they are doing.—I am etc., 


Ramsgate W. G. BENSON. 

Simrk,—It ts well that Mr. Albert Davis (Journal, April 6, 
p. 821) has moved us from the perennial, albeit important, 
topic of overfeeding into the realm of the role of the paedia- 
trician ; and how apposite that this should come from an 
obstetrician 

His concept of the consultant paediatrician as “ much too 
senior to be bothered with trivia” approaches the core of 
the doctor-patient relationship Paediatric practice has 
changed considerably in recent years and now includes not 
only diagnosis, treatment, and aftercare of the ill child but 
also the newer practice of preventive child health, starting 
with the neonates and seeing them through infancy and 
childhood to puberty In so much of this work successful 
management of “trivia” may often prevent more serious 
and complicated events The experienced paediatrician will 
see these in their right perspective and by his reinforcement 
of the mother’s natural potentials will often enable her to 
feel able to deal with them herself or to know where to 
turn to for help 

We do not need a new brand of doctor to do this work 
but an improvement in those involved in child care. The 
paediatrician, through his contact with parents, health 
visitors, clinic doctors, and, above all, the general practi- 
tioners, can do so much by example and by helping in the 
better understanding of the everyday yet very real problems 
of motherhood and child management.—I am, etc., 


London, W.1 Davip Morris 

Sm,—"*“ Carry oi out but don’t bend oi,” said the yokel at 
the feast when he had filled himself up with cider The 
yokel was wise, because he knew that the capacity of the 
human stomach is limited The truth of this must be 
remembered when discussing the question of overfeeding 
babies. While I agree entirely with Dr. lan G. Wickes 
(Journal, March 23, p. 702) and Mr. A. Davis (Journal, 
April 6, p. 821) when they tell us that it is not possible to 
overfeed a baby, I am equally convinced that it is possible 
to overfill its stomach at any one time. 

Overfilling produces stretching of the gastric muscle, which 
responds in the usual way with vigorous contraction. This 
will result either in regurgitation of the surplus, or, by 
stimulating intestinal peristalsis, the passage of loose stools 
Either of these results, though quite harmless to the baby, 
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will, if the true explanation is not forthcoming, cause anxiety 
and lead to the giving of unwise advice, which in turn may 
produce untoward results. 

In my view, much of the trouble caused by overfilling can 
be traced to the practice of insisting that babies’ feeds be 
diluted with water—a practice based on the false notion that 
babies may be “ upset” by the relatively thick curd of raw 
cow's milk. The dilute feed fills the baby’s stomach but 
it does not satisfy its hunger; indeed, the attendant re- 
gurgitation may cause the loss of much-needed food. The 
baby cries for more food ; the feed is increased and becomes 
even more bulky; so that a vicious circle is established of 
overfilling, regurgitation, hunger, overfilling. The remedy 
is to increase the calories without increasing the volume, 
first by giving undiluted milk, and secondly, if necessary, by 
adding an extra scoop of dried milk to the feed without the 
addition of any extra water. In breast-feeding, when babies 
can easily overfill themselves if allowed to feed too long 
(more than ten minutes a side), the remedy is to shorten the 
time of the feeds and increase their number in the day. It 
is water that is the curse of the hungry bottle-fed baby, and 
infancy therefore is perhaps the only time in our life when 
the right advice is, “ Take less water with it.”—I am, etc., 


London, S.E.26 JOHN BURKINSHAW 


Mild Endogenous Depression 


Sir,—If I may be permitted, Dr. R. J. T. Woodland’s 
very interesting letter (Journal, April 6, p. 822) has prompted 
me to some further thought on this subject 

I accept Dr. Woodland’s criticism of my “four or five 
E.C.T.s” (Journal, February 16, p. 401) I did not intend 
the latter to be taken quite too literally, but still I agree it 
could be misleading, and that in many cases it would be 
most unwise to stop at either of these figures Ideally, 
I used to aim at giving two E.C.T.s after all symptoms of 
depression, sleeplessness, and tearfulness had vanished— 
that is, from the day the patient attended stating he felt 
“fully recovered.” To stop while there is any suggestion 
of any one of the above symptoms remaining is usually, 
in my opinion, to court disappointment. On the other hand, 
in some cases mental confusion (going beyond the memory 
defects, which may be ignored) sets in early, and here I think 
one must hold off for a time and then again review the 
position. To continue with E.C.T. in the face of confusion 
only of course increases the confusion, and may lead to 
panic and a complete refusal to have further treatment 

But my main reason in wishing to re-enter this corre- 
spondence is to question the accuracy of the term “ endo- 
genous.” ‘The latter term suggests that this depression is 
largely innate or constitutional, which, in my experience, 
is quite rare. I think it is now fully appreciated that depres- 
sion in the vast majority of cases simply means an exhaustion 
of “ nature’s bank” of nervous energy, due it may be to 
just the daily wear and tear of life, or in exceptional cases 
to exceptional causes—acute stress, shock, bereavement, etc 
(in the latter cases I do not think there is anything to be 
gained by coining another term “reactive”; nor, in my 
opinion, does the diagnosis “ reactive” alter in any way the 
treatment called for). Therefore I think the term “ anxiety 
neurosis” is at once more elastic and all-embracing than 
“endogenous depression " and is to be preferred to it, pro- 
vided we do not confuse it with hysterical states, which in 
my opinion, for the sake of clarity, we should call “ anxiety 
hysteria ” and not “ anxiety state.”—I am, etc., 


Northampton ROBERT THOMPSON. 


Popular Delusion 


Sir,—Rumours of the kind described by Dr. Clifford 
Allen (Journal, April 6, p. 822) are quite common, especially 
in times of war. Marie Bonaparte described some of them 
in her Myths of War (London: Imago Publishing Co., 
1947). Her study is revealing and amusing.—I am etc., 


London, N.W.8 W. Horrer. 
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Road Accidents 


Journal, 


March 


Sir,—In your leading article 30, p. 753) 


on the above ibject you refer to the American Medica 
Association symposium recently published, which advocates 
qualifying medical examinations and re-examinations for 
drivers safety cars so built as to lessen the risk of 
damage from collision: and also various other devices to 


roads But, as far as I can gathe 
made of intoxication 


in the U.S.A. and in 


reduce the toll of the 
comments, no 
factor in accidents 


mention is 
both 


from your 
is a major 
this country 

In my opinion, drinking drivers and pedestrians are re 


sponsible for 50 of those road fatalities occurring after 


10 p.m. and for 10 of all road deaths in this country 
| formed this conclusion after reviewing the police reports 
of all the fatal road accidents in Leicester, Leicestershire 
and Rutland for the three years 1953 to 1955. These caused 
254 deaths In a letter in your Journal (March 17, 1956, 
p. 631) I concluded, “ If we regard Leicestershire as a fair 
sample of the country as a whole, there would appear to 
be over 500 deaths annually in Great Britain due to 
drinking drivers or pedestrians.’ Dr. Maurice V. Stack 
Journal, June 23, 1956, Pp 1485) appealed to police sur- 


interested persons to produce evidence 
refuting the figures and conclusions, but none have 
appeared. Quite recently I have the reports of two 
groups of fatal road accidents in different parts of 
and both of these groups confirm my conclu 
road deaths investigated, in not 
charged with being 
told that these 


other 


above 


geons ofr 


seen 
more 
the country 
the hundreds of 
driver 
influence.” I am 


sions. In 
was the involved 

drunk” or “under the 
reports will be published later 

If my views are correct, over 500 deaths annually in Great 
Britain and (perhaps 25,000 injuries) result from intoxica 
tion. It is obvious that very few convictions can be obtained 
by our present methods of time 
for this country to legalize some objective test, in the same 
way aS a speed Measurement of the 
n the urine or blood provides such an objective test, 


one instance 


examination It is surely 
limit is legalized 
ilcohol 
which has been used for many years both in Europe and 
America As far as I am aware, no country or state has 
discarded this test when once adopted Bad drivers o 
careless pedestrians are responsible for most accidents, and 
derate degree of intoxication will convert a careful 


a very 
into a careless and therefore a dangerous driver.—I am, etc., 
Le N. L. Spriaas. 


Lung Cancer 
(Journal 
about a 


cancer He 


Millar Smith 


sstion 


Sin,—-Your correspondent, Dr. J 
April 13, p. 886), has answered his own qu 


possible connexion between road tar and lung 


says In fact, | wonder that any of us who live on and 
use the main roads escape.” There is no evidence that 
road-users, such as traffic police, lorry drivers, and house 
wives, are particularly subject to lung cancer There is 
imple vidence that smokers, especially town-dwelling ones 
are Even the urban factor may be largely accounted for 


by the fact that the change from pipe to cigarette smoking 


began in the towns I am, etc., 
Garboldisham. Norfolk Ropert McCurpy 
Rereren 
Stocks, P.. and Campbell, J]. M.. British Medical Journa 1955. 2, 923 
Tetanus Prevention 
Sirn,—-In view of the sometimes severe and occasionally 
fatal reactions to antitetanic serum (A.T.S.), it now seems 
quife un) istified to plan any long-term prevention of tetanus 
by A.T.S. rather than by active immunization with tetanus 
toxoid (T.T.) The latter has the double advantage of 


infection is incurred 
natural 


a booster dose 


nodifying the disease if 
rapid mobilization of 
1 serum reaction) by 


preventing or 
and ol illow ng antitoxin 
(without the hazards of 


of T.T. in circumstances of special risk. 


Service ends In the long run the growing practice of 
triple inoculation (diphtheria, tetanus, pertussis) for infants 
will build it up: meanwhile the gap could be bridged by 
active immunization offered by the school medical services, 
by casualty departments, and perhaps by industrial medical 
officers, who may meet a population at special risk For 
such a policy to bear full fruit, as Dr. Derek Bunting 
(Journal, April 6, p. 819) points out, some accessible record 
of immunization state will be important.—I am, etc., 

C. W. M. Warirty 


Oxford 


Budgerigars in Wards 


Sir,—In recent years the keeping of budgerigars has be- 
come increasingly prevalent. Recently I have noticed their 
appearance in several general wards of one of the hospitals 
which I attend, and also in the infirmary ward of a mental 
hospital. While my personal view is that these birds, which 
may be carriers of psittacosis, are undesirable in acute wards 
of general hospitals, I should value the opinion of any of 
your readers concerning the advisability or otherwise of 
banning such pets from wards.—I am, etc., 

. N. A. THORNE 


London, 


Hungarian Refugees 


Sir,—In the report of the proceedings of Council pub- 
lished in your issue of April 6 a statement by Dr. H. D 
Chalke (Supplement, p. 155) is quoted which implies that 
many Hungarian refugees, among whom the prevalence of 
tuberculosis is unduly high, are working in mines all over 
the country in close contact with other workers, without 
having been submitted to any x-ray examination. This impli 
cation is incorrect. All Hungarian refugees brought into 
this country for work in the coal mines have been x-rayed 

the majority by the National Coal Board's x-ray units and 
the remainder by mass x-ray units of the regional hospital 
boards. All cases of active and potentially active tubercu 
losis revealed by these examinations have been referred to 
chest physicians for treatment or observation.—I am, etc., 

JOHN ROGAN, 
Chief Medica! Officer 


London, S.W.1 National Coa! Board 


Sir Victor Horsley 


leading article in honour of Sir Victor 
April 20, p. 937) you refer to the first 
operation for removal of a spinal tumour and 
mention that Mr. Steadman and Mr. (afterwards Sir Charles) 
Ballance assisted Horsley at the operation. I still have a 
letter, however, which Sir Charles wrote to me on July 6, 
1934, not long before he died, in which he states, “I alone 
helped at the operation. Neither Horsley nor I were in 
favour of many hands in the operation field.” He goes on 
to say, “ The spinal cord was exposed too low down. The 
physicians, bar Ferrier, opposed any further exposure. I 
was teaching anatomy at that time and urged Horsley to 
expose the cord higher up. I was probably the only one 
present who was familiar with the relations of the vertebrac 
to the spinal roots. Well, Horsley agreed, exposed the cord 
higher up—the tumour was exposed and shelled out like a 
sweet [sic] pea.” 

The tumour, as you correctly remark, was called a fibro 
myxoma. It became specimen 5063-1 in the museum of 
the Royal College of Surgeons, but cannot be re-examined, 
as it was, unfortunately, destroyed by the high explosive 
bomb which fell on the College on May 10, 1941. We shall 
therefore never know its precise nature, but from the fact 
that it was adherent to the fourth thoracic nerve root on the 
left side, where it had been a cause of intense pain of root 
type below the patient’s scapula, and because it was partly 
cystic and partly solid, there must be a strong presumption 
that it reality a neurinoma and to-day would have 


Sir,—In your 
Horsley (Journal, 
successful 


was in 


been so classified.—I am, etc., 
Cardiff 


LAMBERT ROGERS. 


ADVERTISEMENT 


Today, the preference is for oral rather than 
parenteral treatment—provided it is as effec- 
tive. Penicillin-V has precisely this advantage, 
giving clinical results consistently comparable 
with injectable penicillin. It achieves this end 
because, unlike penicillin-G, it is remarkably 
stable in gastric secretion. Penicillin-V gives 
higher blood levels than other oral penicillins 
and is more potent, dose for dose. When peni- 


cillin is indicated, let Penicillin-V Lilly be the 


he ce. 
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MERBENTYL .~ 


with Dhenobarbifone 


in tablets and as a syrup—each tab/ert 


‘Merbentyl’ controls spasm and 
relieves pain in peptic ulcer, colitis, 
and similar conditions. 


The specific action of ‘Merbentyl’ 
on the gastro-intestinal tract ensures freedom 
from the troublesome side-effects 

(changes of heart rate, blurred vision, etc.) 
normally associated with anticholinergic 


*‘MERBENTYL’ tablets are 
economical — basic daily cost to Y 
the N.H.S. is no more than 7d. Zi 
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in tablets and as a syrup, 

each tablet or 5 c.c. syrup 
containing 10 mg 
diethylaminocarbethoxybicyclo- 
hexy! hydrochloride. 


For conditions requiring a sedative 


in addition to antispasmodic therapy. 
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APRIL 27, 1957 
Obituary 
H. F. HOLLIS, M.B 
Dr. H. F. Hollis, a well-known general practitioner i 


former member of the General Medical 
Services Committee, died at his home at Headingley on 
April 13 after an illness borne with great patience and 
fortitude. He was 68 years of age 

Henry Fielden Hollis 
studied medicine at Glasgow 


ited M.B., Ch.B. in 1917 


Leeds and a 


born on May 27, 1888, and 
University, where he gradu 
He then served with the R.A.M.¢ 

in the Middle East and East Africa for the remainder of the 
first world war. Returning to Leeds, he went into partner 

ship with the late Dr. J. J. Anning in the Beeston district 
where he built up a large and busy practice He 
devoted himself to the duties of the local medical and panel 
committee and became its honorary secretary in 1933, con 
tinuing after 1948 as honorary secretary to the Leeds Local 
Medical Committee—an office he carried out with 
and zeal. Always ready and willing to assist his colleagues 
in their problems, he had their good will, friendship, and 
implicit confidence. There are few who did not benefit from 
his sound and helpful advice, gained from his many years of 
experience and close attention to the intricate details of the 
work He retired from the secretar yship at the end of 1956 
because of illness. His colleagues on the Leeds Local Medical 
Committee gave him an illuminated scroll inscribed with 
their names and a message of thanks for his unfailing 
courtesy and signal help during the 24 years he had served 
them, and presented him with a personal gift. A dinner was 
arranged, but unfortunately he was not well enough to 
attend the function. Dr. Hollis was also a member of the 
Leeds Executive Council from its inception in 1948. 

A stalwart supporter of the British Medical Association, 
he served on the old Insurance Acts Committee and on its 
successor, the General Medical Services Committee, for 
many strenuous years, from 1943 to 1956, and he repre- 
sented his Division at the Annual Representative Meeting 
from 1942 to 1956. He was also chairman of the Leeds 
Division in 1949-50, 

Dr. Hollis was very interested in the St. John Ambulance 
Association and was corps surgeon for Leeds, and did very 
good work for the brigade For his services he was 
appointed an officer of the Venerable Order of St. John 
of Jerusalem. He was medical officer to the Leeds United 
football club for 30 years. He held many other appoint- 
ments, including the chairmanship of a local recruitment 
board, and he was a medical referee to the Leeds corpora- 
tion. He leaves a widow, one son, and two daughters 

J. E. R. writes: Harry Hollis was a delightful man to work 
with, and his quiet efficiency and sustained interest in every- 
thing he undertook made him an ideal confidant. He had 
a charm of manner and a tactful approach which did much 
to help in solving the many problems which were put to 
him. His hobbies, when he had time to indulge them, were 
fishing and golf. He will be greatly missed by his many 
friends and numerous patients, who have lost a very capable, 
considerate, and conscientious doctor 


was 


soon 


energy 


P. B. ROBINSON, M.B., D.P.H., D.T.M. 
Dr. P. B. Robinson, formerly director of medical ser- 
vices in Northern Rhodesia, died at Lusaka, Northern 
Nigeria, on March 20. He was 56 years of age. 

Philip Bernard Robinson. was born in Dublin in 1901 and 
was educated at Trinity College there, graduating M.B., 
B.Ch. from the University of Dublin in 1925. He obtained 
the Liverpool D.T.M. in 1929 and the Dublin D.P.H. seven 
years later. Soon after graduation he joined the Colonial 
Medical Service as a medical officer and went out to 
Northern Rhodesia. He served in that territory throughout 
his colonial career, with the exception of eighteen months 


during which he was deputy director of medical services in 
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of 


Uganda. He served first at Solwezi, now no longer 
with a medical officer, and later in many other 
Northern Rhodesia in capacities 
he returned from Uganda in March 
chief, Dr. J. F. C. Haslam 
This position he held until he went on 


parts 
medical Finally 
1947, to replace his old 


various 


is director of medical services 


leave pending retire 


ment on December 31, 1955. fF some years he was an ex 
officio member of the legislative council of Northern 
Rhodesia until the director of medical services ceased to be 


appointed to that body. He leaves a widow, one son, now a 
medical student at Dublin University, and daughters 


The sympathies of many people in Northern Rhodesia g0 to 


two 


them in their loss 

W.C. B. H. writes: During his long service in Northern 
Rhodesia, “ Barney “” Robinson became well known to many 
people of all races and will be affectionately remembered 


members of the public as well as by the 
officers who with him 
acute brain, he gained a very high reputation as a clinician 
during his days in the Colonial 
Medical Service. Later he devoted himself to administra 
tion and was equally successful in this sphere, guiding the 
Northern Rhodesia health services skilfully through an era 
of great expansion. In the two years preceding his retire 
ment he played an important part in the difficult task of 
fusing three separate health services into one after the federa- 
tion of the three Southern Northern 
Rhodesia and Nyasaland. In his dealings with his staff he 
was always kindly and scrupulously fair, although it was 
typical of him that he often did his best to conceal this unde: 
a gruff outer manner. Similarly his many acts of generosity 
were always, if possible, concealed 


Dy numerous 


served Possessed of an unusually 


and as a surgeon earlier 


territories of and 


S. G. JAMES, M.D., M.R.C.P., D.P.M. 


Dr. S. G. James, medical superintendent of Broadmoor 
Institution, died on April 11 after a long illness. He 
was 53 years of age. 


Stanley George James was born at Sydney, Australia, on 
October 4, 1903 After graduating M.B., Ch.M. from the 
University of Sydney in 1926, he held the appointments of 
house-physician, house-surgeon, and medical registrar at his 
teaching hospital, and in 1929 came to England His first 
appointment in London was that of senior house-physician 
at the West End Hospital for Nervous Diseases, and he then 
became assistant medical officer at Friern Hospital He 
was elected a Member of the Royal College of Physicians 
of London in 1931, obtained the D.P.M. of the English 
Royal Colleges in 1934, and proceeded to the M.D. in 1939 
From 1935 to 1939 he was deputy medical superintendent at 
Rampton Hospital and from 1939 to 1952 medical superin- 
tendent at Moss Side Hospital, Maghull. 

A colleague writes: Dr. James was appointed medica! 
superintendent at Broadmoor in 1952. With his long service 
in State institutions, he brought the benefits of this experi- 
ence to Broadmoor. His first interest, naturally, was the 
care of his patients, but in addition he was indefatigable 
in his efforts to improve conditions for members of the staff 
He had a and his contributions to clinical 
discussions post-mortem room 
authoritatively 


brilliant mind 
and demonstrations in the 
were most inspiring He was able to talk 
and comprehensibly about many subjects, particularly garden 
ing, electronics, and carpentry, and his workshop was the 
envy of every visitor He gave invaluable directions when 
the new handicraft centre at Broadmoor was equipped. He 
read widely, and especially was a great lover of the works 
of Charles Dickens and Gilbert and Sullivan His early 
davs at Broadmoor were so full of promise, and during the 
short time he was there he achieved so much, that it seems 
grievous he should have died so soon, but very many ol 
us, both patients and staff, are comforted by gratitude for 
what he has done for us. Our heartfelt sympathy goes out 
to his widow, formerly Miss Winifred Boshier, who had 
been the matron at Broadmoor and who tended him unspar 
ingly in his illness 
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GEORGE MITCHELL, M.D., D.P.H. 


Dr. George Mitchell died suddenly on April 6 at the 
age of 81, and his passing leaves a distinct gap in the 
medical life of Wolverhampton, where for so many years 
he had occupied a niche all his own. 


Born on October 18, 1875, George Mitchell was a graduate 
of Aberdeen University, where he qualified in 1903, and 
proceeded to the M.D., with highest honours, in 1905, 
attaining the D.P.H. in the interim. After a period in general 
practice he entered the public health service, and after 
working for two years as chief school medical officer in 
Aberdeenshire, he became, in 1912, assistant medical officer 
of health and tuberculosis officer to the County Borough of 
Rochdale. From 1914 to 1919 he saw service in the firs 
world war with the R.A.M.C. : 

In 1919 he went to Wolverhampton to take charge of the 
venereal diseases services for the district, with headquarters 
at what is now the Royal Hospital, Wolverhampton, and 
he held this post for 32 years until his retirement in 1951. 
During this period he developed such an interest in diseases 
of the skin that in recognition of his clinical abilities in this 
field a special department of dermatology was created and 
he became the first dermatologist to the hospital. . He was 
chairman of the South Staffordshire Division of the British 
Medical Association in 1932-3. A mere catalogue of the 
details of his career would entirely fail to explain the 
peculiar regard in which he was held by all his colleagues 
in hospital and by the practitioners of the district. To an 
extent quite peculiar to himself, his personality evoked a 
mixture of the deepest affection and respect—respect for 
his intellectual abilities and intellectual honesty, two quali- 
ties by no means always synonymous, and respect for his 
clinical judgment and integrity of life, qualities which to 
many of us seemed to typify the granite of his native country 
but which by themselves could nevertheless suggest a per- 
sonality essentially cold. By contrast it was his warmth 
and sense of humour which seemed to enlarge and almost 
transfigure his mental equipment, so that in the course of 
time he became a central figure beloved by all. He had 
anticipated his ending, which he met with the cheerful 
stoicism so characteristic of him. The passing of George 
Mitchell leaves those privileged to know him well with a 
great sense of loss. He will not be soon forgotten.—J. H. S. 


THORVALD MADSEN, C.B.E., M.D. 


Dr. Thorvald Madsen, the distinguished Danish micro- 
biologist, died suddenly at St. Heddinge, East Zealand, 
on April 15 in his 88th year. 


Thorvald Johannes Marius Madsen was born at Frederiks- 
berg on February 18, 1870, and studied medicine at Copen- 
hagen University, where he graduated in 1893. During the 
next few years he held a teaching post in the bacteriological 
laboratory of the university and studied abroad, working for 
a time at the Pasteur Institute in Paris and with Ehrlich at 
Frankfurt. In 1902 he was appointed director of the State 
Serum Laboratory at Copenhagen, a post he retained until 
his retirement in 1940. He was one of the most prominent 
medical scientists who worked for the League of Nations, 
and was president of its Health Committee from 1921 to 
1940. He presided over the first meeting of the Commission 
on Biological Standardization in London in 1921 and re- 
mained president of the commission until 1940. As part 
of his work for the League he organized measures to con- 
trol the many epidemics in east and south-east Europe 
which were an aftermath of the first world war. 


Madsen published many works on immunology and. 


immunochemistry and edited the Communications de [’In- 
stitut Sérothérapique de l'Etat Danois from 1906 to 1940. 
His scientific work gained him an international reputation 
and many awards, including the Buchanan Medal of the 
Royal Society in 1932 “ for his theoretical and practical work 
in immunity, especially in relation to diphtheria antitoxin,” 


the Swedish Pasteur Medal, the Grand Cross of the Order 
of the Dannebrog, and the Légion d’Honneur. He was 
created an honorary C.B.E. in 1921. An honorary fellow of 
the Pathological Society of Great Britain and Ireland, he 
held honorary doctorates of Glasgow, Frankfurt, Upsala, 
Riga, and Oslo. Even after retirement Madsen maintained 
his interest in humanitarian and scientific work. He headed 
the Unicef mission to Italy from 1947 t, 1950, and was 
president of the Fourth International Congress on Micro- 
biology held at Copenhagen in 1947. 


Medical Notes in Parliament 


INTERIM ADVANCE 


The Prime MINISTER announced on April 16 a 5% increase 
in the basic remuneration of senior hospital medical and 
dental staff, including consultants and specialists, and for 
all dentists engaged in the general dental service, and a 
corresponding addition of 5% to the aggregate net remunera- 
tion of general practitioners (that is, remuneration after 
deduction of practice expenses). It will operate from May 1. 
The increase will cost £4,900,000, divided as follows: senior 
medical staffs, about £1,200,000; general medical practi- 
tioners, £2,500,000 ; general dental practitioners, £1,200,000. 
To this should be added the 10% interim increase for junior 
hospital staff, amounting to £900,000. 

The text of Mr. Macmillan’s statement was as follows: 

Before the Royal Commission was appointed I explained that 
its appointment did not preclude an interim adjustment in ad- 
vance of and without prejudice to its recommendations. An 
adjustment was made in the remuneration of junior hospital staff, 
both medical and dental, at the beginning of this month, when 
their remuneration was increased by 10%. In announcing this 
increase I said that we were considering what should be done by 
way of an interim adjustment for the other doctors and dentists 
covered by the Commission's terms of reference. 

The Government have now decided to increase the basic re- 
muneration of senior hospital medical and dental staff including 
consultants and specialists and all dentists engaged in general 
dental services by 5% from May 1 next, and from the same date 
to add 5% to the aggregate net remuneration of general practi- 
tioners—that is, remuneration after the deduction of practice 
expenses. We propose to consult representatives of the profes- 
sion as to the best method of distributing this sum between indi- 
vidual practitioners. 

In the meantime, the Royal Commission have been asked to 
regard their work as a matter of urgency and have in fact 
already, I understand, held six meetings. I hope that the letters 
I have exchanged with the then President of the Royal College 
of Physicians, together with the statement issued by the chairman 
of the Royal Commission, will reassure those who have ex- 
pressed their concern about the terms of reference. 

I hope now that all concerned will turn their thoughts to the 
task of working out a satisfactory basis for future remuneration, 
and for keeping it under review. 


Dr. EpirH SUMMERSKILL (Warrington, Lab.) asked these 
questions: What was the basis used to arrive at this award ? 
Why has this decision been made in an arbitrary fashion, 
without negotiation with the doctors? Why has the deci- 
sion been made without any consideration of the findings 
of the Royal Commission ? Will the distribution from the 
central pool be similar to that made in 1952? Mr. Mac- 
MILLAN: It was always stated by the Government that they 
intended to make an interim award while the Commission 
was sitting. The 10% was given to the junior staff, and now 
5%, is given to the general body. The reason this procedure 
is adopted is that the present dispute is on a matter of the 
interpretation of the Spens Reports. Therefore there could 
not be any agreed basis for negotiation in the ordinary way. 
The object of the Commission, which is really an inde- 
pendent body, is to find and recommend what should be 
the basis of remuneration both now and in the future. As 
to the method of calculation, I do not know whether it is 
similar to that in 1952. In the case of the 10%, it is as I 
have already stated. In the case of the 5%, it is by adding 
to the aggregate net remuneration. Then we propose to 
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consult the doctors’ organization on the best method of 
distributing this money. 

Mrs. LENA JeGer (Holborn and St. Pancras, South, Lab.) 
asked the Prime Minister to give a better explanation. Was 
he saying that he thought up 10% in his sleep one night, 
and that on another night he thought up 5% ? What was 
the arithmetic behind a suggestion that provides the same 
increase for highly paid consultants as for the humbler and 
overworked general practitioner? Mr. MACMILLAN: As I 
have explained, we appointed a Royal Commission because 
there is a disagreement on what should be the whole basis 
for calculating remuneration both now and in the future, 
I hope that this independent body, with terms of reference 
which I have explained to be very wide, will reach that 
basis. Meanwhile, since the Commission must take a con- 
siderable time—a substantial time—to make its report, it 
was thought right to make this advance. I hope and believe 
that it will be regarded on the whole as equitable and 
reasonable. 

Mr. A. WoopsurnN (Clackmannan and East Stirling, Lab.) 
asked what steps were to be taken to see that fairness was 
done to the assistants. In some parts of the country a lot 
of empire-byilding was going on among doctors and assis- 
tants. The public would like to know that the assistants 
were to get proper treatment under these arrangements. 
Mr. MACMILLAN: No doubt the Minister of Health will take 
the point into account in consultation with the doctors’ 
representatives on the methods of distribution. We shall 
certainly take account of the point. 


Collective Bargaining Machinery 

Mr. M. LirTon (Brixton, Lab.) asked how the Prime 
Minister expected employers and workers to accept the 
principle of collective bargaining if he ignored it in deal- 
ing with the doctors’ increment. Was he aware that this 
contempt for established machinery was regarded as a grave 
injustice by the medical profession? Mr. MACMILLAN: I 
do not think that is really quite fair. It is a prerequisite of 
any arbitration that there should be common agreement on 
what the arbitration has to be about. The difficulty here is 
disagreement about the interpretation of the Spens Reports. 
The most practical way—I think there is general opinion 
in the country supporting this—is to get the most inde- 
pendent body we can, and I think we have in the Royal 
Commission a very good independent body, to try to reach 
an agreed basis from which in future these adjustments can 
be made without difficulty. 

Dr. D. JoHNSON (Carlisle, Con.) asked:the Prime Minister, 
or the Minister of Health, to press on the medical organiza- 
tion the necessity of bearing in mind in distributing the 5% 
that there was serious concern at the differences in re- 
muneration among various practitioners within the same 
service, and that this should be given serious attention in 
the distribution of the extra sum. Mr. MACMILLAN suggested 
that no doubt Dr. Johnson would, if necessary, communi- 
cate with the Minister of Health. 

Mr. A. BLENKINSOoP (Newcastle upon Tyné, East, Lab.) 
asked whether the Prime Minister could assure him that at 
last the Minister of Health would have real power to carry 
out negotiations, and that he would not only take account 
of the position of assistants but also of doctors with smaller 
lists, and would try to get a constructive settlement that 
would help to reduce the large lists of the richer practi- 
tioners. Mr. MACMILLAN: It is not a question of negotia- 
tion but of consultation, and of how this interim award had 
better be distributed and applied. When we get the Royal 

/Commission’s report I hope we shall have a permanent 
solution of how the whole Service will work in the future. 


Speed of Commission 


Dr. BARNET Stross (Stoke-on-Trent, Central, Lab.): As 
an important factor will be the speed at which the Royal 
Commission reports, can we have an assurance that its de- 
liberations will not take more than eight or nine months 
from now? Mr. MAcmmLtan: I have asked the Royal 


Commission to do its work speedily. I have every confi- 
dence in the chairman and the members. The Commission 
has already had six meetings, and I hope that every possible 
assistance will be given to the Commission to conclude its 
task speedily. 

Mr. J. RAMSDEN (Harrogate, Con.): In view of the 
business-like way in which the Commission is proceeding, 
as shown by the fact that it has already met six times, has 
the Prime Minister some hope that the doctors will, in these 
changed circumstances, modify their attitude towards the 
Commission ? Will he make it clear, once and for all, that 
it will be within the competence of the Commission to have 
regard to the general relevance of the Spens Reports in its 
consideration of the matter? Mr. MACMILLAN: All these 
points about the competence of the Commission were 
cleared in the exchange of letters which took place, and 
which I think has been generally regarded as wise and 
satisfactory. I very much hope that everyone concerned will 
now turn his labours to the work of creating a satisfactory 
basis for the future remuneration and management of the 
Service. 

Mr. F. Lee (Newton, Lab.) said now that the Priffie 
Minister had pointed out that before they could have a 
successful arbitration it was necessary to have some sort of 
offer about which to arbitrate, would he make sure that a 
copy of his statement went to the shipbuilding and engineer- 
ing employers? Mr. MAcMILLAN: I did not say that we 
had to have some kind of offer, but some kind of basis. In 
this case, there was one interpretation which the doctors 
made and which the Government felt they could not accept. 
Therefore it was far better to have an independent body to 
deal with the matter. 


Royal Commission’s Inquiries 


Mrs. LENA JEGER asked the Prime Minister on the same 
day when the Royal Commission on the remuneration of 
doctors and dentists started work, and from whom evidence 
had so far been taken. 

Mr. MACMILLAN told her that he was informed that the 
Royal Commission held its first meeting on March 13, the 
day after he announced its appointment, and that it had 
already held six meetings. He understood that it had not 
yet received any formal evidence, but had held preliminary 
and informal discussions with representatives of the con- 
sultants, the dental profession, the Bar, architects, chartered 
surveyors, accountants, and different branches of the en- 
gineering profession. Representatives of the consultants 
and the dentists made it clear at that stage that their presence 
did not commit their organizations to giving evidence. 


COMPENSATION FOR LOSS OF GOODWILL 


The subject of compensation for loss of the right to sell 
goodwill of medical practices was discussed in the House 
of Commons on April 18. Mr. RONALD Bett (South 
Buckinghamshire, Con.) complained of a decision that had 
been given on an application for compensation by a doctor 
constituent of his. Normally, he said, a doctor received 
compensation when he retired for the right to sell his prac- 
tice, which was lost under the National Health Service Act. 
There were, however, provisions providing for earlier pay- 
ment of compensation. Paragraph 262 in the Handbook for 
General Medical Practitioners stated: “. .. where doctors 
have onerous loans outstanding which were raised for the 
purchase of their practices, or where an elderly doctor or 
one whose health is failing finds it necessary to take a 
partner in order to prevent the complete disintegration of 
his practice,” early payment might be made. 

His constituent suffered two attacks of virus pneumonia 
in June and October last year. He obtained the services 
of a locumtenent. As a result of the second attack the doctor 
became permanently unable to carry on his medical practice 
alone, giving the whole of his time to it, and an arrangement 
was made that the locum should remain with him in partner- 
ship. As a consequence certain expenses for residential and 
surgery accommodation were incurred, and the doctor made 
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an application to the Ministry of Health last December in 
respect of these. The application was unsuccessful because, 
it was stated, (1) from 1950 to 1956 his list had increased 
progressively from 1,400 to 2,450 patients (approximately), 
and (2) he had described himself as being actively engaged 
in the practice. 

The first reason, Mr. Bell argued, was not relevant to 
the damage caused to the practice by the doctor’s two 
illnesses last year. As for the second, it could easily happen 
that a medical practitioner became unable to carry an un- 
limited liability. He had asked the Ministry in what sort 
of circumstances an early payment of compensation under 
para. 262 might be made. The reply he had received was 
this: 

“Para. 262 . . . owes its origin to discussions held in 1953 
with the B.M.A., who were subsequently informed that the 
Department was willing to consider sympathetically advance pay- 
ments of compensation to ‘individual cases of hardship where 
an elderly doctor or one whose health is failing finds it neces- 
sary to take a partner in order to prevent the complete dis- 
integration of his practice’... ”; and: “ As was expected, how- 
ever, extremely few applications on these grounds had been re- 
ceived, and none has been sufficiently strong to justify an 
advance payment.” The letier also stated: “‘ Before regarding 
a payment as justified, we expect factual evidence that the prac- 
tice was rapidly declining due to the ill-health . . . of the 
doctor.” 


That meant, said Mr. Bell, that in order to save the ship 
one must sink it first. Money would not be paid in advance 
of retirement until a doctor could prove that his practice 
had already undergone a rapid decline due to his ill-health. 
Therefore, if he had available a suitable locum who would 
prevent any disastrous consequences to the practice through 
his illness, and used the locum, he disentitled himself to 
claim under para, 262.. The Ministry's letter continued: 
“We would not consider a payment to be justified, however, 
if it appeared that the doctor could reasonably carry on the 
practice alone, albeit a reduced practice with a correspond- 
ingly reduced income.” 

To interpret para. 262 in this way, Mr. Bell argued, was 
not a fulfilment of the undertaking given in writing to the 
B.M.A. in 1953 that “the Minister will sympathetically 
consider any individual case of a doctor who through ill- 
health has to take in a partner to prevent the complete 
disintegration of his practice.” It was misleading if practi- 
tioners were to be subsequently told that what it really meant 
was that only if their practice had got well on the way 
to disintegration they might have a case. It was also wrong 
on its merits. If a practitioner was fortunate enough to be 
able to take immediate action to prevent disintegration of his 
practice, he should not thereby in any way prejudice his 
right to apply under para. 262. 


Government Reply 


Mr. J. K. VAUGHAN-MorGan, Parliamentary Secretary, 
Ministry of Health, said that in Section 36 (3) of the National 
Health Service Act, 1946, which stated that compensation 
should not be paid until the retirement or earlier death of 
the doctor concerned, a proviso was inserted “except in 
such circumstances as may be prescribed” to meet the 
circumstances of those doctors who had outstanding onerous 
loans for the purchase of the goodwill of the practice. The 
total number of claims for England and Wales was about 
15,000, of which over 11,000 were outstanding. The total 
amount so far paid out was £21m., including £8m. in advance 
payments made on grounds of hardship. The Department 
had been generous in its interpretation of the provision. As 
a result of representations made by the profession in 1953 
it was agreed to extend the proviso to make advances of 
compensation where a doctor found it necessary to take a 
partner in order to prevent the complete disintegration of 
his practice. There was some knowledge on the side of the 
Department that there would not be many such cases ; the 
agreement was made so that machinery should be ready to 
alleviate cases of hardship that might arise. No claims had 
in fact been paid out under this proviso. No case had so 


far been found to justify payment under this heading. 
There had been only three applications in the course of 
four years. No complaints had been received from the pro- 
fession of any dissatisfaction with these decisions. It was 
obvious that individuals might feel it, but there had been no 
widespread feeling that there had been a failure to do 
justice. 

It should be remembered that, as compensation was made 
for the loss of the right to sell the goodwill, the real test 
for any advance payments under the proviso was whether, 
in the days before the Health Service, a doctor would have 
sold his goodwill to meet expenditure that was now alleged 
to involve hardship. He would obviously have done so only 
in very exceptional circumstances, as he would be parting 
with his means of livelihood. It followed that the Depart- 
ment could not use this proviso to make advances to enable 
doctors to buy houses or cars or to equip their surgeries. 
To meet those needs other means were available, which did 
not concern the Ministry of Health. No fewer than nearly 
1,400 doctors had borrowed money on the security of the 
compensation ultimately payable to them, and the amount 
involved was £4,500,000. 

In the particular case cited by Mr. Bell the doctor gave 
in December five different reasons for immediate compensa- 
tion. The first was that age and ill-health had compelled 
him to take a partner to prevent the complete disintegra- 
tion of his practice. The four others were the need to 
buy a house for his partner, at a cost of £3,750; the need 
to adapt and equip surgery premises costing between £600 
and £1,000 ; the inability to meet these costs because he had 
only 2,400 Health Service patients, and his share had been 
halved by the introduction of a partner ; and lack of capital. 
The Department could not accept any of those reasons except 
the first: a doctor could not obviously have sold his good- 
will to buy a house or equip a surgery. As for the dis- 
integration of the practice, this was not the first claim made 
on grounds of ill-health. The doctor made a claim in 
1951, when the number of his patients was 1,583. By July, 
1956, just before he again made a claim, they had risen to 
2,381 ; and on January 1, 1957, just after he made the new 
claim, the number had risen to 2,424. During the past 
quarter there had been a further increase to 2,489. This was 
on the doctor’s own list and not his partner’s. Whatever 
these figures showed they could not be interpreted as com- 
plete disintegration ; nor did they support the contention 
that his illness would result in a permanent decrease in his 
capacity for work. The doctor’s application to receive 
extra payment on the notional-list basis had been rejected 
by the executive council on the ground that the arrangement 
he had made with another doctor was not a _ bona-fide 
partnership, and that the other doctor might be considered 
to be engaged more in the capacity of assistant than partner ; 
he had his own list. 

He added that he would consider the criticisms of the 
wording used in the Handbook, and see whether any better 
wording could be found, though he doubted it. Before 
any changes were made the Department would in any case 
have to consult representatives of the profession. 


Poliomyelitis Vaccine 


Mr. WepGwoop BENN (Bristol, South-East, Lab.) asked 
the Minister of Health whether supplies of the anti-polio 
vaccine would be available in sufficient quantities to immun- 
ize all those children in the recommended age groups, and 
what percentage of this maximum potential demand could 
be met this year; and what plans he had for providing 
100% coverage. Mr. VAUGHAN-MorGaN stated on April 18 
that good progress was now being made with vaccination 
against poliomyelitis, and it was the Minister’s aim to in- 
crease the coverage as rapidly as possible. There would, 
however, be no relaxation of the safety precautions applied 
to the vaccine, and he therefore did not think he would be 
justified in trying to make precise estimates of future 
progress. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending April 6 
(No. 14) and corresponding week 1956. 

Figures of cases are for the countries shown and London administrative 
county. Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns ir Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and Eire. the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 


CASES 1957 1956 

in Countries 

Diphtheria 2 4, 0} 8 10 
Dysentery | 1081, 36 252) 11) 4] 1,336 204) 221, 11 2 
Encephalitis, acute | ‘| | 0 of | 
Enteric fever: | 

Typhoid | | | 2 

Paratyphoid 3; 0/4(B) 0 1(B) 3 o1(~B) «OO 
Food-poisoning .. | 204, 32) 44, 153} 24 | 
oun —  — = 
Infective enteritisr | | 

diarrhoea under } 

2 years... | 4 | 10} 06 | | 9 2s 
Measles*.. 25,280/2007, 308! 354 277] 3,317, 75, 263, $4 235 
Meningococcal in- | | | | 

fection .. ..| 29) 2} 13) 1 3) 17 
Ophthalmia neona- | | } | 

torum .. .. | 32} 4! 9 1) 6 
Pneumoniat .. | 466, 212; 6 2| 697 47 218 4 

‘aralytic | 

Non-paralytic .. | 20) 2\} 2 { 2 2| 7 
Puerperal fever§.. | 204) 33, 1 258} 53) 11) 2 
Scarlet fever... 878, 68, 84| $2) 24] 681; 48) 89 25 23 
Tuberculosis: | | | 

Respiratory ..| 583! 76) 274, 24) 561 60 3 

Non-respiratory | 65; 8| 2. 12) 


Whooping-cough.. 2,768, 137 263, 7 67] 1,346) 86 89 90 


1957 1956 
os 3 Biz gs 13/3 z 
under | 
2 years... 0 0 © oO oO} 1) 
Influenza... | = i] 26) ij 
Pneumonia 37) 0 290 54) 16) 10} 3 
Poliomyelitis, acute 0 
Scarlet fever of of O o} 0 
| Ir 7) sl 3 als 
Whooping-cough. . 1 0 0 0 1 0 0 
Deaths O-1 year... | 216 24, 29 6 23) 224) 23) 44, 9 
3,199) 708 603 107 174] 5,687 801 627, 152 
LIVE BIRTHS ..  8,842/1264 1086 233 369] 8,649 11821130 212) 428 
STULBIRTHS.. 25337, 30 +217 22 27 
* Measles not ifiable in Scotland, whence returns are approximate. 


t Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. 
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GLASGOW X-RAY CAMPAIGN 


During March 11 to April 12 nearly three-quarters of a 
million people in Glasgow had chest radiographs taken. 
Preliminary figures show that 1,600 active cases of tuber- 
culosis were found, or 0.22% of the 710,838 people x-rayed. 
These figures were given on April 18 by Dr. A. K. Bowman, 
senior administrative medical officer of the Western Regional 
Hospital Board. A further 5,069 cases (0.7%) were still 
doubtful, and in 1,405 cases (0.19%) the disease appeared to 
be healed, but further observation was considered necessary. 
A total of 8,074 cases of pulmonary tuberculosis have thus 
so far been found which require further observation or treat- 
ment. We are indebted to Dr. W. A. Horne, Medical Officer 
of Health of Glasgow, for the following account of the 
measures which made this campaign such a striking success. 

When the Glasgow campaign ended more than 700,000 
persons over 14 years of age had been radiographed. Severl 
world records were broken, and on the last day, Friday, 
April 12, 46,077 persons were examined. The campaign has 
been most successful and will be the turning-point in the 
control of tuberculosis in Glasgow. During the five weeks 30 
mass miniature x-ray units were open to the public, mainly in 
the afternoon and evening, but on the last day all the units 
opened at 10 a.m. and continued in action until the queues 
were exhausted. Seven additional units were set aside for 
the examination of members of the public recalled for a 
large film. Of the 37 units, 10 were Scottish, 21 English, 
four from the Army, one from the R.A.F., and one from 
the National Coal Board. 

Initial planning started some eighteen months ago, when 
consideration was given to exact timing, the number of x-ray 
units required, the dispersal of the units in sites most suitable 
and attractive to the public, and important technical and 
other factors to be taken into account in the organization of 
the campaign, which was mounted jointly by the Corporation 
of Glasgow, the Department of Health for Scotland, and the 
Western Regional Hospital Board. 

Publicity was regarded as vital and had to be inspired, 
sustained, and thorough, with nothing left to chance. Expert 
advice was essential, and this was found in a publicity com- 
mittee on which were represented the press, the cinema, and 
the B.B.C. Valuable assistance was given by the Scottish 
Information Office, which supplied an expert press officer 
whose help was continuously available. Excellent support 
was obtained from the press in the initial stages, both before 
and during the campaign. Three short films were prepared, 
two by N.A.P.T., and with the co-operation of the owners 
and managers these were shown in all the Glasgow cinemas. 

Adding spice and forming important publicity material 
was the scheme of prizes, which were of two types—six large 
and numerous small prizes. One of the large prizes was 
presented each week, and the most valuable, an A.35 motor- 
car donated by the Glasgow Austin agents, at the end of the 
campaign. The small prizes were distributed by “ x-ray 
men” to members of the public, who wore the distinctive 
badge showing that they had been radiographed. Various 
other novel publicity methods were developed and used. 
Ideas bubbled up and when approved by the publicity com- 
mittee were immediately developed. Two campaign songs 
were written and have proved intriguing and popular. The 
services of the writers, composers, and musicians were given 
free. 

The defects of publicity were revealed by short public 
surveys carried out by a department of the university, and 
the material was adjusted to remedy the defects shown. 
Special attention was paid to the doubts and anxieties that 
were expressed, and particularly to the need to encourage 
parents of young children and older people to be radio- 
graphed. 

The second major factor was community participation. 
Above all, the campaign was non-denominational and non- 
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political. Assistance was invited and willingly given by all 
denominations, and members of the Churches plaved a very 
important part. Some 12,000 voluntary workers were 
enrolled, divided into 49 ward groups, each with ward head- 
quarters, chairman and secretary, and executive committee. 
These ward groups not only spread information about the 
campaign but also carried out house-to-house visiting and 
ascertained the attitude of the householders, and followed 
up that information by subsequent visits. The ward groups 
provided hostesses for the x-ray units, and these hostesses 
have proved to be an important factor in the successful work- 
ing of the centres. 

Every member of the Corporation and every group or 
association in the city, religious, political, social, industrial, 
and commercial, were behind the campaign and gave whole- 
hearted support. Community participation was in fact 
universal. The campaign, of course, could not have been 
successful without the enthusiasm of the staffs of the x-ray 
units coming to Glasgow and their departmental, administra- 
tive, and organizing staffs. 

The campaign began and ended with a religious service 
in the Cathedral and in St. Andrew's Church. To the citizens 
of Glasgow it was in the nature of a crusade, and their 
response has been a reward and a tribute to the organizers. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1948-56 are shown thus ------ , the figures for 
1957 —-—-——._ Except for the curves showing notifica- 
tions in 1957, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Infectious Diseases 


The largest variations in the notifications of infectious 
diseases in England and Wales during the week ending 
April 6 were increases of 95 for measles, from 25,185 to 
25,280, 66 for scarlet fever, from 812 to 878, and decreases 
of 171 for dysentery, from 1,222 to 1,051, 81 for whooping- 
cough, from 2,849 to 2,768, and 79 for acute pneumonia, 
from 545 to 466.: 

37 cases of acute poliomyelitis were notified during the 
week, and these cases were 1 fewer for paralytic and 10 
more for non-paralytic cases than in the preceding week. 
The largest returns were Essex 12 (Brightlingsea U.D. 10), 
Sussex 6 (Brighton C.B, 5), London 4. 

Generally the incidence of measles continued to decline 
in the north and rise in the south of the country. In 
the north-west and northern regions the number of notifi- 
cations fell by 999, from 6,947 to 5,948, and in London 
and the south-east region they rose by 483, from 4,787 to 
5,270. The London boroughs with the largest increases 
in the number of notifications of measles were Greenwich 
64, from 59 to 123, Hammersmith 45, from 26 to 71, Wands- 
worth 50, from 159 to 209. Other towns with large increases 
were Birmingham C.B. 200, from 640 to 840; Cardiff C.B. 
169, from 226 to 395 ; Havant and Waterloo U.D. 102, from 
72 to 174, and Chatham M.B. 78, from 147 to 225. 

Only small variations were recorded in the returns of 
scarlet fever. The largest fluctuations in the trends of 
whooping-cough were decreases of 43 in Shropshire, from 
73 to 30; 38 in Norfolk, from 110 to 72; 34 in Kent, 
from 228 to 194; and increases of 44 in Essex, from 146 
to 190: and 37 in Cheshire, from 48 to 85. 9 cases of 
diphtheria were notified, being 3 more than in the preced- 


* ing week ; 2 of these cases were notified in Birmingham C.B. 


The largest centres of dysentery were Yorkshire West 
Riding 245 (Bradford C.B, 54, Leeds C.B. 46, Rotherham 
R.D. 38, Sheffield C.B. 18, Rotherham C.B. 17, Hudders- 
field C.B. 15), Lancashire 123 (Blackburn C.B. 26, Stretford 
M.B. 18, Liverpool C.B. 14), Cheshire 58 (Hyde M.B. 25, 
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Stalybridge M.B. 22), Durham 56 (Whickham U.D. 23, 
Gateshead C.B, 12, Blaydon U.D. 10), Warwickshire 49 
(Birmingham C.B. 34, Coventry C.B. 11), Nottinghamshire 
43 (Nottingham C.B. 14, Carlton U.D. 11), Middlesex 41 
(Hayes and Harlingdon U.D. 11, Ealing M.B. 10), Northum- 
berland 38 (Longbenton U.D. 22), London 36 (scattered 
through 14 boroughs), Southampton County 35 (Southamp- 
ton C.B. 13, Basingstoke M.B. 10), Essex 34 (East Ham C.B. 
18), Bedfordshire 30 (Luton M.B. 22), Norfolk 22, Surrey 21, 
and Oxfordshire 21 (Bullingdon R.D. 14). 


Medical News 


Benefactions by the Wellcome Trust.—The Wellcome 
Trustees announce the following benefactions: (1) £95,000 
to Birmingham University as a contribution to the cost of 
building an extension to the clinical research block at the 
Queen Elizabeth Hospital. The extension will substantially 
increase the research accommodation for the university 
departments of medicine and surgery. (2) Up to £11,000 
to the Middlesex Hospital Medical School for the cost of 
providing an extension to the Institute of Clinical Research 
in Hanson Street. (3) £10,000. to the Christian Medical 
College Hospital, Vellore, South India, for the cost of setting 
up a metabolic research unit and maintaining it for five years. 
The unit is to be used in the first instance for a study of fat 
metabolism in relation to tropical sprue. The Trustees have 
also agreed to purchase the following items of special equip- 
ment for indefinite loan to research centres: a nuclear mag- 
netic resonance spectrometer (costing approximately £17,000), 
for the department of chemistry, University College, 
London ; and a photo-electric spectropolarimeter (costing 
approximately £3,600), for the department of biochemistry, 
Postgraduate Medical School of London. 


Association of British Pharmaceutical Industry.—The 
scheme for regulating prices of proprietary drugs was referred 
to by speakers at the annual dinner of the Association of the 
British Pharmaceutical Industry, held last week at the Savoy 
Hotel. Mr. C. M. HILL, president of the association, said 
that the industry would do its best to ensure that the scheme 
worked satisfactorily, and he hoped that the agreement 
reached between the Ministry and the association would put 
an end to the exaggerated stories about the excessive cost 
of proprietary drugs. The industry had been built up on 
the good will of the medical and pharmaceutical profession. 
“ Reputable firms,” Mr. Hill continued, “ do not overstate 
claims for their products.” Finally Mr. Hill paid tribute 
to the work of Mr. W. K. Fitcu, who would shortly be 
retiring from the editorship of the Pharmaceutical Journal. 
Mr. Dennis VosPER, Minister of Health, speaking in reply, 
congratulated the industry on voluntarily putting forward a 
scheme for price control and for the co-operation which had 
been shown during the discussions with the Ministry. Refer- 
ring to criticisms of some of the publicity methods of 
which he had heard rumours, Mr. Vosper said that the 
consumers’ point of view should be borne in mind, and he 
hoped that the industry would keep this sort of practices 
within reasonable control. 


U.N. Committee on Atomic Radiation.—Starting on 
April 8, the General Assembly's committee on atomic radia- 
tion began a private 10-day session in Geneva. One of the 
items on the committee’s agenda was the measurement of 
radioactive fall-out, especially strontium-90. Among the 
delegates to the 15-member committee were Dr. E. A. 
WATKINSON (Canada), who was elected vice-chairman ; Dr. 
E. E. Pocnin, director of the M.R.C. department of clinical 
research at U.C.H. Medical School, London (United King- 
dom) ; Mr. D. J. Stevens (Australia) ; Mr. V. R. KHANOLKAR 
(India) ; and Dr. SHIELDS WaRREN (United States). The 
committee also includes delegates from the U.S.S.R. and 
Japan. 


Scope of Mass Radiography.—The Joint Tuberculosis 
Council has issued the following statement on the use of 
mass radiography in industry and general practice: 

“The council, at its meeting on March 1, considered a report 
by ifs radiological committee and strongly supported the views 
expressed in this report—namely, that much more extensive use 
should be made of mass radiography; and that in industry both 
employers and employees should—in their own interest—arrange 
for pre-employment x-rays; and that, for the protection of the 
public, annual x-rays should be required of staff employed on 
public transport and in the catering trades. It also recom- 
mends that the present mass x-ray service should be improved 
by providing miniature x-ray units in all chest clinics for the 
examination of persons referred by general practitioners, and by 
others who wish to have a chest x-ray. The extension of the 
miniature x-ray service in this way would make chest x-ray easily 
available to everyone, and pre-employment x-rays could be pro- 
vided either by the chest clinic service or by private arrangement 
with industry.” 

The Joint Tuberculosis Council comprises representatives 
of the British Tuberculosis Association, the Society of 
Medical Officers of Health, the B.M.A., N.A.P.T., the Society, 
of Thoracic Surgeons, the Faculty of Radiologists, and other 
bodies and individuals interested in the prevention and treat- 
ment of tuberculosis. 


Royal College of Surgeons.—Two benefactors of the 
College were honoured at the council meeting on April 11. 
Sir ArTHuR Sims, the New Zealand industrialist, was 
admitted to the honorary fellowship, and, with Mr. E>warp 
LuMLEY, to the Court of Patrons. Jacksonian prizes for 
1956 were awarded to Mr. A. H. Hunt (St. Bartholomew’s 
Hospital, London) and Mr. J. A. MacCrepre (Belfast) for 
their essays on: portal hypertension; Mr. R. E. Horton 
(Bristol) received a certificate of honourable mention. The 
subject for the 1958 Jacksonian prize will be an essay on 
“Factors Which Influence the Genesis and Progression of 
Cancer, and Their Bearing on the Surgical Treatment of the 
Disease.” The Hallet prize was presented to Dr. S. K. 
Nair (Agra University). The title of Bland-Sutton lecturer 
was bestowed on Dr. FRANK STANSFIELD, senior lecturer in 
anatomy at the College. The following were elected fellows 
without examination, being practitioners of at least 20 years’ 
standing: Mr. G. F. Burnell (Truro), Professor P. K. Chan- 
mugam (Colombo), Mr. R. F. Guymer (London School of 
Hygiene and Tropical Medicine), Mr. G. G. Lyttle (Belfast), 
Surgeon Vice-Admiral R. C. May (medical director-general, 
Royal Navy), and Colonel J. M. Shah (Karachi). 


Alan Newton Prize.—The council of the Royal Austral- 
asian College of Surgeons has awarded the 1956 Alan New- 
ton prize to Mr. L. I. Parton, F.R.C.S., a urologist at 
Auckland, New Zealand. Mr. G. R. Davipson, F.R.C.S.Ed., 
of Ballarat, Victoria, proxime accessit. The subject for 
the next prize will be an essay, not exceeding 75,000 words, 
on “ The Surgery of Malformations of the Heart and Great 
Vessels.” Candidates must hold one of the following quali- 
fications: F.R.A.C.S., F.R.C.S.(Eng.), F.R.C.S.1., F.R.C.S.Ed., 
or F.R.F.P.S. (in surgery). The prize is biennial, and entries 
must be in the hands of the secretary of the Royal Austral- 
asian College of Surgeons (Spring Street, Melbourne, C.1) 
by December 1, 1958. Further details about the prize may 
be obtained from the College. 

Russia and W.H.O.—The Russian government has in- 
formed the World Health Organization that it will resume 
active membership as from the current year. The U.S.S.R. 
became a member State in March, 1948, but discontinued 
active participation in February, 1949. 


Glasgow University—Among those on whom the Senatus 
Academicus has decided to bestow honorary degrees on 
Commemoration Day (June 19) are: Brigadier J. S. K. 
Boyp, F.R.S., formerly director of the Wellcome Labora- 
tories of Tropical Medicine, and Sir James PATERSON Ross, 
professor of surgery in the University of London. Both 
are to receive the honorary degree of Doctor of Laws. 


University College of the West Indies——Dr. RosBert 
MITCHELL, an assistant pathologist in Glasgow, has been 
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appointed lecturer in anatomy. Before turning to medicine 
Dr. Mitchell practised for a number of years as a veterinary 
surgeon. In 1944 he graduated M.B., Ch.B. at Glasgow 
University, later holding university appointments there as 
demonstrator in anatomy and lecturer in histology and 
embryology. He is expected to take up his appointment in 
Jamaica in June. 


Psychiatrist Appointed Vice-chairman of L.C.C.—Dr. 
L. F. BROWNE was appointed vice-chairman of the London 
County Council at the annual meeting on April 16. Dr. 
Browne is a consulting psychiatrist and deputy chairman of 
the Tavistock Institute of Human Relations. He is also 
a J.P. for the County of London, and has been an alderman 
of the L.C.C. since 1949. 


Sir Philip Manson-Bahr has been awarded the 1955 Emile 
Brumpt prize by the Faculty of Medicine and the Institute of 
Tropical Medicine of Paris. He will lecture on May 22 
before the Société de Pathologie Exotique at the Institut 
Pasteur on the “ History of the School of Tropical Medicine 
in London.” 


Dr. W. Lane-Petter, director of the Laboratory Animals’ 
Bureau of the Medical Research Council, has been appointed 
by the Privy Council to the council of the Pharmaceutical 
Society. He succeeds Dr. J. A. Gites, who has retired. 


Dr. Hilda Roberts, honorary research assistant at the Insti- 
tute of Obstetrics and Gynaecology, London, is leaving 
England shortly to become director of obstetric anaesthesia 
at Women’s College Hospital, Toronto. She was the guest 
of honour at a party at the House of Commons on April 11, 
when Mr. J. BiGcs-Davison, M.P., and Mr. E. L. MALLALIEU, 
Q.C., M.P., entertained members of the committee of the 
National Birthday Trust Fund. For the past two vears 
Dr. Roberts has been the Trust's research fellow in obstetric 


analgesia. 
COMING EVENTS 


Medical Art Society.—Fifteenth annual exhibition at 
Walker’s Galleries, 118, New Bond Street, London, W.1, 
April 26 to May 11. 

Glasgow Medical Exhibition.—April 29 to May 3 (daily 
11 a.m. to 6.30 p.m.), at McLellan Galleries, Sauchiehall 
Street, Glasgow. Professor S. AtsTeap will open the 
exhibition at 11.30 a.m. on April 29. 


Institute of Hospital Administrators—Annual conference 
at Torre Abbey Mansion House, Torquay, May 2-4. Details 
from the Institute, 75, Portland Place, London, W.1. 


Radio.—* The Falling Sickness”: A documentary pro- 
gramme about epilepsy, produced with the co-operation of 
the British Epilepsy Association, at 7.45 p.m., May 3, in the 
Home Service. 


N.A.P.T. Dedication Services.—Annual services of dedica- 
tion for doctors and nurses, Sunday, May 5, at 3.30 p.m. at 
St. Martin-in-the-Fields, Trafalgar Square; and Corpus 
Christi, Maiden Lane, Strand. Similar services in Scotland 
on May 5, at Wellington Church, Glasgow ; St. Aloysius, 
Glasgow ; and Beechgrove Church, Aberdeen. 


Institute of Dermatology—May 7-28, semi-permanent 
exhibition on “ Diseases of the Nails.” 

British Society for Immunology.—Spring meeting May 10 
and 11, Westminster Medical School, Horseferry Road, 
London, S.W.1. Further details from Dr. R. G. Wutrte, 
Department of Bacteriology, London Hospital, London, E.1. 


London Medical Orchestral Society.—May 18, at 8 p.m. at 
Royal College of Surgeons, in aid of the Imperial Cancer 
Research Fund. Works by Beethoven, Schubert, and 
Schumann, soloist Liza Fuchsova. Tickets (5s., 7s. 6d., 10s.) 
from the hon. secretary, 6, Oxford Court, Queen’s Drive, 
London, W.3, or at the door. 

Symposium on Anaesthesia.—Arranged by the societies 
for anaesthesia of Germany, Switzerland, and Austria, 
July 13-15, at Palais Auersperg, 1, Auerspergstrasse, 
Vienna, 8. 


SOCIETIES AND LECTURES 


Application should be made first to the institution concerned. 


Monday, April 29 

@Honrexian Soctery.—At Talbot Restaurant, E.C., 7 for 7.30 p.m., annual 
general (dinner) meeting. Mr. C. R. Rudolf: Hunteriana Part 

@INsTITUTE OF OBSTETRICS AND GyYNAECOLOGY.—3 p.m., Dr. Shila G. 
Ransom: Preparation for Childbirth. 

POSTGRADUATE Mepicat ScHoo. or Lonpon.—4 p.m., Dr. W. Somerville: 
Diagnosis and Treatment of Atrial Septal Defect. 


Tuesday, April 30 

FOUNTAIN HospitaL.—5.30 p.m., Dr. D. A. Pond and Dr. B. H. Kirman: 
Mental Retardation and Epilepsy. 

Royal COLLEGE OF SURGEONS OF ENGLAND.—3.45 p.m., Erasmus Wilson 
Demonstration by Dr. J. B. Walter: Some Histological Aspects of Early 
Cancer. 

Royat Statistica, Socrety: Mepicat Secrion.—At Keene Lecture Theatre, 
2nd Floor, Westminster Medical School, 5.30 p.m., Mr. R. G. Carpenter: 
Studying the Ravages of Time. 

West Enp HospitTat FOR NEUROLOGY AND NEUROSURGERY.—5.30 p.m., Dr. 
B. G. Parsons-Smith: neurological demonstration. 


Wednesday, May 1 

ASSURANCE Mepicat Sociery.—At 11, Chandos Street, W., 5 p.m., Dr. 
A. H. Douthwaite: Some Dangers of peusis. 

INSTITUTE OF DeRMATOLOGY.—5.30 p.m., Dr. R. W. Riddell: Pathogenesis 
of Ringworm Infections. 

INSTITUTE OF DISEASES OF THE CHEST.—S p.m., Sir Russell Brock: Present 
Position of the Surgery of Pulmonary Stenosis. 

@InstituTe oF Osstetrics aNp p.m., Mr. Aleck 
Bourne: Vaginal Discharge. 

Lonpon University.—At Senate House, 5.30 p.m., special university lecture 
in psychology by Dr. Else Frenkel-Brunswick (California): Logical 
Analysis of Psychoanalytic Concepts. 

SocteTy FOR ANALYTICAL CHEMISTRY: BIOLOGICAL MeTtHops GrouPp.—At 
Chemica! Society, Burlington House, W., 7 p.m., Dr. J. M. Ross: Anti- 
biotics and the Public Health; Dr. N. J. Berridge, Ph.D + eA 
tion of Antibiotics in Milk with’ Special Reference to Penicillin ; Dr. J. H. 
Taylor, Ph.D.: Determination of Antibiotic Research in the the Tissues and 
Body Fluids of Animals. 


Thursday, May 2 

Facutty oF HomoeopatHy.—8 p.m., Dr. James Connor: Homoeopathy 
and Obstetrics. 

HonyMAN GILLESPIE LectrureE.—At Anatomy Theatre, University New 
Buildings, Edinburgh, 5 p.m., Dr. W. Sircus: Recurrent Aphthous 
Ulceration of the Mouth. 

NUFFIELD ORTHOPAEDIC CENTRE.—At Wingfield-Morris Orthopaedic Hos- 
pital, 8.30 p.m., Professor J. — Bone Growth and Enchondral 
Ossification: An Experimental Stud 

Royat COLLEGE OF SURGEONS OF reac ase. —3.45 p.m., Erasmus Wilson 
Demonstration by Dr. F. C. Chesterman: Transplantation of Human 
Tumours and Norma! Tissues to Laboratory Animals. 5.30 p.m., Oto- 
laryngology Lecture by Professor G. Dohiman: Physiology of the Cupula 
of the Ampulla in Relation to Vertigo. 

ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION: CHILD PsYCHIATRY SECTION. 
—At Bristol Royal Hospital for Sick Children, 5.30 p.m., Dr. Gaynor 
Lacey: Young Children with Recurrent Abdominal Pains. 

St. Joun’s Hosprrat DERMATOLOGICAL SocteTy.—5 p.m., Dr. A. G. McD. 
Weddell: Some Recent Investigations into Leprosy. 


Friday, May 3 

@instirure oF DeryaToLocy.—5.30 p.m., Dr. B. F. Russell: clinical 
demonstration. 

INSTITUTE OF DISEASES OF THE CHEST.—-5S p.m., Dr. F. H. Young: clinical 
demonstration. 

PosTGRADUATE MepicaL ScHoot oF Lonpon.—10 a.m., Professor W. A. 
Mackay: Post-operative Complications. 

St. Mary’s Hosprrat MepicaL ScHoo..—At Wright-Fleming Institute 
Theatre, 5 p.m., Professor W. C. W. Nixon: Prolonged Labour. 


Sunday, May 5 
Lonpon Jewtsn Hosprrat Mepicat Soctety.—10.30 a.m., clinical meeting. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
Bickford.—On April 7, 1957, to Elizabeth, wife of Dr. C. A. Bickford, 
son, 


DEATHS 
Coppinger.—On April 9, 1957, at Highlands, Midgham Green, yor 
ton, Berks, Walter Valentine Coppinger, C.LE., D.S.O., M.D., 


F.R.C.S.1., Major-General, I.M.S., retired. 

Griffiths.—On March 31, mR at Rondebosch, South Africa, Henry 
Meredith Griffiths, F.R S.Ed. 

Groarke.—On April 9, 37. Patrick Groarke, L.R.C.P.&S.Ed., L.R.F.P.S., 
at Dagenham, Essex. 

~—On April 10, 1957, at Chy-Heniey, Bigsby’s Corner, Saxmund- 
ham, Suffolk. Katharine Heanley, L.M.S.S.A., late of East Ham, 
London, E., aged 87. 

James.—On April 11, 1957, at his home, Stanley George James, M.D., 
Ch.M., M.R.C.P., of Broadmoor, Crowthorne. Berks, late of ‘Sydney, 
Australia. 

Lamptough.—On April 7, 1957, Charles Lamplough, M.D., of Alverstoke, 
Hants, aged 84. 

Mitchell.—On April 6, 1957, at Royal Hospital, Wolverhampton, George 
Mitchell. M.D.. D.P.H. 

Singer.—On April 9, 1957, Ernest Oscar Adoiph Singer, M.B., M.R.C.P., 
Colonel, R.A.M.C., retired. 

—On April 5, 1957, John Douglas Thompson, M.B., B.Ch., 
D.Phys.Med., of 355, Stag Lane, Edgware. 

Watker.—On April 3, 1957, Cuthbert Ferguson Walker, M.D., D.P.H., of 
Grange-over-Sands, Lancs, aged 81. 

Wiltson.—On April 4, 1957, at Arngask, 71, Abbotswood Gardens, Ilford, 
Essex, James Leitch Wilson, M.B., Ch.B., D.P.M., aged 75. 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Arterial Changes in Hypertension 
Q.—Have there been any recent advances in our know- 
ledge of the causes of arterial degeneration in hypertension 
or of the factors immediately responsible for the rupture of 
a vessel in this condition ? 


A.—There has been no notable advance in knowledge of 
this subject. The degenerations concerned are of two kinds: 
(a) atheroma, which affects mainly the large- and medium- 
sized arteries, and (b) hyaline arteriolar sclerosis, which 
affects the smaller vessels of various organs—e.g., spleen, 
kidneys, pancreas, adrenals, etc. 

Atheroma, although not essentially dependent on hyper- 
tension, tends to be accentuated in that condition, and conse- 
quently its common sequelae such as thrombosis (coronary 
arteries) and rupture (intracerebral arteries) are more fre- 
quent in hypertensives than in others. The high pulse pres- 
sure which obtains in hypertension is doubtless the factor 
immediately responsible for the rupture of arteries which 
are already atheromatous. 

Hyaline arteriolar sclerosis, on the other hand, is a specific 
feature of hypertension,’ but its nature is obscure. The 
orthodox view is that it represents a physico-chemical altera- 
tion of the smooth muscle of the arterioles,’ but the sugges- 
tion has also been made that the hyaline substance is a 
deposit of haematogenous origin in the blood vessels.° 


REFERENCES 


1 Smith, J. P., J. Path. Bact., 1956, 72, 643. 
2 Montgomery, P. O., and Muirhead, E. E., Amer. J. Path., 1954, 30, 521. 
* Duguid, J. B., and Anderson, G. S., J. Path. Bact., 1952, 64, 519. 


Breast-feeding Difficulties and Complementary Feeds 
Q.—lf, owing to a mechanical difficulty such as retracted 
nipples, a baby fails to gain weight satisfactorily, is it better 
to take him off the breast completely or to use comple- 
mentary feeds? How should complementary feeds be 
managed, and what decides how much should be given on 
each occasion ? 


A.—H the mechanical difficulty is severe, breast-feeding 
is usually unsuccessful, However, initially it is almost 
always worth giving breast-feeding a trial, as it is often sur- 
prising how, despite severely retracted nipples, satisfactory 
breast-feeding can be established ; it is only by trial that 
the doubt can be settled. At the outset it is wise to ascer- 
tain the mother’s own views, as the success of breast-feeding 
in these cases will often depend on her enthusiasm. 

A plan is to offer the baby an artificial feed after the 
breast feeds (complementary) rather than substituting an 
artificial feed for a whole breast feed (supplementary). 
When the infant has taken what he can from each breast 
(do not allow him more than five to seven minutes on each 
side), he should be offered a full bottle of half-cream milk, 
made up with equal measures of powder and ounces of 
water, and added sugar if the manufacturers have not in- 
cluded it. The amount offered should be as much as the 

/baby wants, which means he should be fed until he is 
satisfied. The best evidence that he is having sufficient is a 
gain of an ounce (28 g.) a day—or at least 5 oz. (140 g.) a 
week—and a contented infant. 

If after trial it is evident that about less than half the 
total feed is being contributed by the breasts at each feed, 
it is usually not worth while continuing with breast-feeding. 
To establish this point, test feeds can be done, but should 
be delayed until complementary feeds have been given for 
several days, as test feeds often worry the mother. 


In summary, therefore, first offer complementary feeds 
of unlimited volume ; after a few days it will be apparent 
whether this is being successful or not (by the amount 
taken, the baby’s contentment and weight gain, and if neces- 
sary by test feeds); in the light of this knowledge, it can 
be then decided whether it is worth while persisting with 
the breast feeds. 


Incidence of Allergy to Milk 
Q.—Are there any statistics showing the incidence of 
allergy to milk among children? 


A.—Vaughan and Black’ review the literature on the fre- 
quency of allergy to milk, and report that, from replies to a 
query from the Bureau of Health and Public Instruction of 
the American Medical Association, Cooke estimated the inci- 
dence of sensitization to milk in all children as about 0.3% 
to 0.4% ; Rachemann as less than 0.01%. Loveless,’ from 
a poll of 191 specialists in paediatrics or allergy, found that 
1.5% of 245,000 patients were considered allergic to milk 
by clinical standards. Collins-Williams*® found an incidence 
of allergy to milk of 0.3% in 3,000 infants and children seen 
by him as a general paediatrician, cases referred on account 
of suspected or definite allergic illnesses being purposely 
excluded. 

REFERENCES 
1 Vaughan, W. T., and Black, J. H., Practice of Allergy, 3rd ed., 1954, 


H., J. Allergy, 1950, 21, 489. 
* Collins-Williams, C., J. Pediat., 1956, 48, 39. 


Enuresis in Children 


Q.—A healthy girl of 9 often wets her bed at night. She 
is second in a family of five children, of whom four are 
boys. Her disposition is happy and her parents understand- 
ing and encouraging. Sedatives, fluid restriction, ignoring 
the wet nights and praising her for the occasional dry night 
have all been tried over a long period, but without any im- 
provement. What does your expert suggest now ? 


A.—It is questionable whether anyone can call himself an 
expert on this problem. From the wording of the query 
it seems that this 9-year-old girl is periodically dry at night, 
which tends to make any organic cause of the bed-wetting 
less likely. Spina bifida is occasionally responsible for 
enuresis and therefore needs exclusion as a cause. Spina 
bifida occulta is, of course, common, and therefore its mere 
radiological demonstration in an enuretic does not mean 
that there is any causal connexion, A renal abnormality 
is unlikely in a healthy girl who is dry during the day and 
even, at times, at night. 

It is thought that a physiological aberration of the control 
and excretion of the body fluid may account for some cases 
of nocturnal enuresis, leading to increased output of urine at 
night. In such cases pituitrin, administered as snuff (“ di- 
sipidin,” 100 mg. on going to bed), has been claimed to be 
of value and is perhaps worth trying in persistent enuresis. 

Some degree of emotional disturbance is likely to occur 
as a result of enuresis in most children after the age of 
infancy, and there is little doubt that the condition has a 
psychological basis in a large number of cases, if not the 
majority. It is sometimes possible, however, especially if 
the parents are understanding, to obtain improvement or 
even a cure by physical means. If this girl sleeps very 
deeply it may be possible to lighten sleep by giving amphet- 
amine, 5-20 mg., in the evening; this may help the child 
to become sufficiently wakeful to respond to a full bladder 
and to get out of bed to empty it. Nocturnal enuresis is 
sometimes accompanied by some degree of frequency during 
the day, so that the bladder becomes accustomed to fre- 
quent emptying. A small dose of phenobarbitone (4 to 4 gr. 
—16 to 32 mg.) in the morning may be helpful if this is the 
case. At the same time the child should be encouraged to 
hold her urine during the day for increasingly long periods 
with the idea of conditioning the bladder to retain larger 
quantities without discomfort. The ability to do this adds 
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to the child's confidence, and this, together with the increase 
in capacity of the bladder, may lead to cessation of the 
nocturnal enuresis. 

An electric bell, which rings when the circuit is closed 
as a result of urine wetting a pad in the child's bed, is 
recommended by some as an effective way of producing 
a conditioned reflex which inhibits micturition.’ It seems 
rather a crude type of therapy, but it may be worth trying, 
especially in children over the age of about 9. 

It is very possible that even a happy child such as this, 
and with understanding parents, has an underlying emotional 
disturbance which may be responsible for the enuresis. It 
is, for instance, sometimes as difficult for a girl to be the 
only one in a family of boys as it is to be the only boy 
in a family of girls. Advice from a skilled child psychia- 
trist might certainly help the parents to gain enough insight 
into their daughter's difficulties to bring about a cure, or 
perhaps active psychological treatment might be required. 
It is worth noting that a recent survey of a large number 
of families showed that enuresis had cleared up soonest 
among the children of those parents who said that they had 
made no effort to treat or control the habit. 


RePreReNce 
1 Davidson. J. Romanes, and Douglass, E., British Medical Journal, 1950, 
1, 1345. 


Toxicity of Detergents 

Q.—What toxic effects may be expected from the inges- 
tion of cetrimide or any similar cationic detergent ? 

A.—There is a single report of a woman who swallowed 
a mouthful of whisky and an undiluted cationic detergent 
mixed in error. She collapsed and died in a few hours, but 
nothing striking was seen at necropsy. 

Several types of detergent have been incorporated in the 
diet of laboratory animals and fed to them for periods up 
to two years. In concentrations greatly in excess of any- 
thing that could be found in human food and drink from 
utensils washed in dilute detergent solutions, these substances 
did not upset the animals receiving them. These detergents 
react with and precipitate proteins in solution, so small 
quantities taken by mouth will not be absorbed unchanged 
from the alimentary tract. 


Indications for Antirabic Vaccine 


Q.—Should antirabic vaccine be given at once to persons 
bitten by a possibly rabid animal? If it has been possible 
to keep the animal under observation, is it safe to defer 
vaccination until a definite diagnosis of the animal's condi- 
tion can be established ? 


A.—Not everyone who has been bitten by a rabid animal 
should be given a course of rabies vaccine, for the course 
itself is not free from the risk of dangerous complications, 
including demyelinating lesions of the central nervous system. 

It is generally considered that persons, even though they 
have been bitten, should not be given a course of vaccina- 
tion if the skin of the body, including the face and mouth, 
is unbroken; if tooth wounds have been made through 
clothing which has remained untorn ; or if the wounds were 
inflicted more than seven days prior to the development of 
signs of the disease in the animal. If the animal remains 
normal for seven or more days after inflicting wounds, treat- 
ment which may have been begun can be discontinued. 
There is only a very small possibility of being infected from 
an animal which survives this period, although it is desir- 
able to confine it for a full 10 days. On the other hand, 
nervous complications may develop if a person receives 10 
antirabic vaccinations ; they are less likely to do so after 
only seven. 

Vaccination is also unnecessary if exposure has been 
limited to handling an animal or objects contaminated with 
its saliva, or if wounds known to have been more than 24 
hours old or to have been covered by an unbroken crust 
have been licked by a rabid animal. Mosquito bites, no 
matter how recently inflicted, may be ignored. 


The decision whether to start treatment or not after a 
person has been bitten and the animal caught and confined 
will depend upon the foregoing considerations, in addition 
to the behaviour and clinical condition of the animal. If it 
appears probable that the bite has been received from a 
rabid animal, it is recommended that vaccinations be com- 
menced but that they should be discontinued if the animal 
survives seven days. 


Oesophageal Changes in Raynaud’s Disease 
Q.—What is the significance and pathology of the oeso- 
phageal changes sometimes encountered in cases of Ray- 
naud's disease and revealed by a barium swallow? Do 
they cause any symptoms requiring treatment ? 


A.—Oesophageal changes occur only in those patients 
with Raynaud’s phenomenon due to scleroderma. In these 
cases the pathological changes are due to swelling of the 
collagen in muscle bundles in either digital arteries or the 
oesophagus. The muscle may ultimately atrophy so that a 
mere immobile tube remains. 

Oesophageal symptoms occur in cases where the changes 
are advanced. The lower reaches of the oesophagus are 
more commonly affected, and the symptoms may resemble 
those of achalasia where the cardia is affected, of hiatus 
hernia and short oesophagus where longitudinal contraction 
has occurred, or of benign fibrous stricture where there has 
been a circumferential contraction. In other cases there is 
a mere postural dysphagia, the patient being able to swal- 
low in the erect but not in the horizontal position. The 
changes seen in the barium swallow in general may also 
resemble the conditions mimicked by the symptoms. 

The symptoms require treatment according to their 
severity. Benign stricture needs to be treated by dilata- 
tion or in advanced cases by surgery. Further details about 
the condition may be found in a paper by Bourne.’ 


REFERENCE 
1 Bourne, W. A., Lancet, 1949, 1, 392. 


Cerebral Cortex Biopsy 


Q.—Is cerebral cortex biopsy a recognized diagnostic pro- 
cedure, and, if so, what are the indications for it? 


A.—I know of no study of biopsy of the cerebral cortex. 
This may be due ta the fact that little useful information 
could usually be obtained from the examination of small 
fragments of cortex, while on the other hand the removal of 
large strips of grey matter, even from silent areas, would 
be followed by a real risk of post-traumatic epilepsy. 
Theoretically the procedure could be of value in the confirm- 
ation of the clinical diagnosis of such conditions as are 
associated with loss of cortical neurones or glial over- 
growths. 

Correction.—The words “‘ Road Transport Act ” in Dr. Charles 
Rotman’s letter (Journal, April 6, p. 820) should have read 
“Road Traffic Act.” 


Books of “ Any Questions ? ” and Refresher Course Articles.— 
The following books are available through booksellers or from 
the Publishing Manager, B.M.A. House, Prices include postage. 
Any Questions ?, Volumes 2 and 3 (8s. each); Refresher Course 
for General Practiti s, Vol 2 and 3 (26s. 6d. each inland, 
26s. overseas); Clinical Pathology in General Practice (22s. 3d. 
inland, 21s. 9d. overseas). 


All communications with regard to editorial business should be addressed 
to THE EDITOR, BatrisH Mepicat Journat, B.M.A. House, Tavistock 
Souare, Lowpon, W.C.1. EUSTON 4499. TeLecrams: 
Aitiology, Westcent, London. ORIGINAL ARTICLES AND LETTERS 
forwarded for publication are understood to be offered to the British 
Medical Journal alone unless the contrary be stated. 

— 2 desiring REPRINTS should communicate with the Publishing 

B.M.A a, Tavistock Square, W.C.1, on receipt of proofs. 

ADVERTISEMENTS. shou Id be addressed to the ‘Advertionment Director, 
B. London, W.C.1 (hours 9 a.m. to $ p.m.). 
TeLerHons: EUSTON 4499. TeLeorams: Britmedads, Westcent, London 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of 
the Association. TeLepHone: EUSTON 4499. TeLecrams: Medisecra, 
Westcent, London. 

B.M.A. Scortisn Orrice: 7, Drumsheugh Gardens, Edinburgh. 
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British Medical Association 


SPECIAL REPRESENTATIVE MEETING 
- SUPPLEMENTARY REPORT OF COUNCIL 


THE DISPUTE ON REMUNERATION 


At a special meeting held on April 17 the Council considered 
recent developments in connexion with the Royal Com- 
mission on doctors’ and dentists’ remuneration—the debate 
in the House of Lords on April 5 on the terms of reference 
of the Commission ; the letter published in The Times of 
April 8 in which the Chairman of Council made a fresh 
appeal to the Government to engage in discussions about 
the matters in dispute with the profession ; the correspon- 
dence between Sir Russell Brain and the Prime Minister, 
published on April 12; the subsequent decision of the 
Comitia of the Royal College of Physicians to co-operate 
with the Royal Commission ; and the public statement issued 
by the Commission and published on April 13. The Council 
received also a report of the decision of the Government, 
announced by the Prime Minister on April 16, to increase 
by 5% from May 1 the basic remuneration of senior hospi- 
tal medical and dental staff and the aggregate net remunera- 
tion of general practitioners. 

These matters, and certain later developments, are fully 
recorded in the supplementary report of the General Medi- 
cal Services Committee to the Special Conference of Repre- 
sentatives of Local Medical Committees. The supplemen- 
tary report of the G.M.S. Committee was not available when 
the Council met, but, by authority of the Chairman of 
Council, it is appended to this supplementary report of the 
Council in order that the Representative Body may have 
up-to-date information about the position. 

Having carefully reviewed the situation as it existed on 
April 17, the Council considered that the changes which had 
occurred did not provide sufficient reason to alter its recom- 
mendations to the Representative Body. It welcomed the 
letter of the Chairman of Council in The Times of April 8, 
and expressed approval of the Chairman's continuing efforts 
to bring about conditions in which a satisfactory and peace- 
ful settlement of the dispute might be achieved. 


GENERAL MEDICAL SERVICES COMMITTEE 


SUPPLEMENTARY REPORT TO SPECIAL 
CONFERENCE OF LOCAL MEDICAL 
COMMITTEES* 


Recent Developments in Remuneration Claim 


The General Medical Services Committee met on April 17 
and 18 to consider certain new developments in the re- 
muneration dispute which had taken place since its report 
to the Special Conference of Local Medical Committees 
(Supplement, March 23, p. 123). 

These new developments are as follows. 


Chairman of Council’s Letter 


On April 8 a letter from the Chairman of Council, Dr. S. 
Wand, was published in The Times. He wrote: 


May I say, on behalf of the Council of the British Medical 
Association, how warmly we concur in Lord Jowitt’s plea in the 
House of Lords yesterday that there may be acceptance “ far 
more generally of the principle of arbitration rather than resort 
to force, pressure, and the like, to win desired ends” in the 
ae dispute between the medical profession and the Govern- 
ment 

May I add that the medical profession is as anxious as the 
Lord President of the Council that it should be enabled to 
““move away very shortly from an atmosphere of distrust and 
accusations of bad faith.” It is unfortunate that Lord Moran’s 
appeal for arbitration machinery which could provide the neces- 
sary basis for a full examination of the problem went unheeded 
by the Government, and that he was compelled to say at the 
end of the debate, “I go away profoundly apprehensive about 
the future.” 

Lord Jowitt, in reference to the Royal Commission, pointed 
out that if the doctors were not reasonably satisfied with the 
terms of reference under which the arbitrators were going to sit 
they were not really being given the benefit of arbitration. He 
went on to say: 


“TI would beg the noble Earl the Leader of the House to 
use his influence, as has been done several times, in my know- 
ledge, so that where the terms of the remit are found inade- 
quate to embrace the whole dispute they may be enlarged. 
That should not be done by letters but regularly, enlarging the 
terms of the remit and putting the whole matter before the 
arbitration tribunal.” 


*The report, of which this is a slightly abridged version, was 
posted to chairmen and secretaries of local medical committees 
and to conference representatives on April 20. 


| 
4 
| 
231 
vit 
- 232 
7 
| 
| 
J 
| 
| 
iby 
| 
| 
: 3 
2727 
: 
| : 
| 


226 Aprit 27, 1957 


GENERAL MEDICAL SERVICES COMMITTEE 


SUPPLEMENT To THE 
British MEDICAL JouRNAL 


He ended by expressing the hope that both doctors and Her 
Majesty’s Government would set an example of reasonableness. 

I am confident that my Council would respond to such an 
example on the part of the Government. The matters in dispute 
are such as reasonable people would normally expect to discuss 
round a table. I once more ask that the Government should 
engage with us in such discussions 


Sir Russell Brain’s Questions 


The following report appeared in the later editions of 
The Times of April 12: e 


Sir Russell Brain, President of the Royal College of Physicians, 
wrote on April 5 to the Prime Minister about the terms of 
reference of the Royal Commission on the remuneration of 
doctors. 

In his letter he said he would be grateful for replies to certain 
questions, but made it clear that in sending them “I am not 
committing anyone to any particular line of action with regard 
to the Royal Commission.” 


The questions put by Sir Russell Brain and the Prime 
Minister’s answers were published in full in the Supplement 
of April 20 (p. 218). 


Statement by Royal College 


On April 12 the following statement was issued by the 
registrar of the Royal College of Physicians: 


The Royal College of Physicians at a special Comitia to-day, 
after hearing the letters exchanged between Sir Russell Brain, their 
President, and the Prime Minister, and the President’s account 
of his meetings with the Royal Commission and its chairman, Sir 
Harry Pilkington, decided that they wished to co-operate with the 
Royal Commission on the remuneration of doctors and dentists. 


Statement by Royal Commission 


On April 12 the Royal Commission issued a statement to 
the press indicating how it intended to proceed with its 
work. The Commission hoped that this would clear up 
some of the doubts about the interpretation of the terms of 
reference. The Commission’s statement was published in 
the Supplement of April 20 (p. 219). 


B.M.A. Comment 


The exchange of letters between the President of the 
Royal College of Physicians and the Prime Minister, and 
the public statement by the Commission, were referred to 
in the following statement which was issued by the 
Association to the press. 


The B.M.A. has learned to-day for the first time that there 
has been an exchange of letters between Sir Russell Brain, the 
President of the Royal College of Physicians, and the Priine 
Minister about the terms of reference of the Royal Commission 
on the remuneration of doctors and dentists. 

The Prime Minister in his reply said: 


“Interpretation of the terms of reference is a matter for the 
Royal Commission, and I cannot in any way formally commit 
The Association is advised that everything which follows in the ‘ 

Prime Minister's letter is conditioned by that overriding prin- 
ciple. The mere interpretation by the Royal Commission of its 
remit is insufficient to remedy the omission from its terms of 
reference of matters vital to the profession’s future. 

The Association has just seen the Commission’s statement of 
how it has decided to proceed with its task. The Council of the 
Association will, of course, examine this statement. 

It would, however, appear at first sight that the need—a most 
unusual one—for an exchange of letters and for the issue of an 
explanatory memorandum by the Commission emphasizes the 
necessity for the sort of discussion between the Government and 
the profession on the terms of reference which the Chairman of 
the Association’s Council, Dr. S. Wand. asked for in his letter 
to The Times (April 8) following the recent debate in the House 
of Lords. 

Interim Adjustment 


On April 16 the Prime Minister made the following state- 
ment in the House of Commons. 

I wish to make a statement on the remuneration of doctors 
and dentists. 

Before the Royal Commission was appointed I explained that 
its appointment did not preclude an interim adjustment in ad- 


vance of and without prejudice to its recommendations. An 
adjustment was made in the remuneration of junior hospital 
staff, both medical and dental, at the beginning of this month, 
when their remuneration was increased by 10%. In announcing 
this increase I said that we were considering what should be done 
by way of an interim adjustment for the other doctors and 
dentists covered by the Commission’s terms of reference. The 
Government have now decided to increase the basic remunera- 
tion of senior hospital medical and dental staff, including con- 
sultants and specialists, and all dentists engaged in general dental 
service, by 5% from May 1 next, and from the same date to add 
5% to the aggregate net remuneration of general practitioners— 
that is, remuneration after the deduction of practice expenses. 
We propose to consult representatives of the profession as to the 
best method of distributing this sum between individual practi- 
tioners. In the meantime, the Royal Commission have been 
asked to regard their work as a matter of urgency and they have 
in fact already, I understand, held six meetings. I hope that the 
letters I have exchanged with the then President of the Royal 
College of Physicians, together with the statement issued by the 
chairman of the Royal Commission, will reassure those who have 
expressed concern about its terms of reference. I hope now that 
all concerned will turn their efforts to the task of working out a 
satisfactory basis for future remuneration and for keeping it 
under review. 


Following the developments outlined above, the Council 
of the Association at its meeting on April 17 authorized its 
chairman to engage in discussions with the Minister of 
Health and the chairman of the Royal Commission in the 
hope of reaching a peaceful settlement of the dispute. 


Latest Developments 


In the last few days the Chairman of Council has met 
Sir Harry Pilkington, chairman of the Commission, on 
three occasions, once in consultation with the Minister of 
Health. As a result of this further exchange of views, the 
Committee is now able to give a clearer picture of what the 
Royal Commission has in mind and the way in which it 
proposes to proceed with its task. 

In the first place, the chairman of the Commission has 
offered the following additional statement. 

That part of the Royal Commission’s task that consists of 
considering what should be the proper current levels of remun- 
eration of doctors and dentists will include hearing submissions 
from those professions as to the remuneration which they are 
now claiming. 


At the same time the chairman has made it quite clear 
that the Commission does not and will not regard itself as 
an arbitrating or adjudicating body. 

Secondly, the chairman of the Commission is writing a 
letter to the Association of which the material part will be 
as follows: 


It is in the mind of the chairman of the Commission that if 
it becomes unlikely that evidence can be obtained in time for 
a report to be published by Easter, 1958, he would so inform 
the Government and the other interested parties. 


These further statements by the chairman of the Com- 
mission are to be regarded as having the same force as the 
public statement issued by the Commission on April 12. 

The Committee has also been informed of a further 
exchange of views between the Chairman of Council and 
the Minister of Health about the position of doctors in the 
public health service as a result of which the following 
letter (April 17) has been written to the Chairman of Council 
by the Minister. 


I told you yesterday morning that I had given much thought to 
the position of public health medical officers before deciding that 
their inclusion in the terms of reference of the Royal Commis- 
sion would cause overwhelming difficulties for all concerned. 

I am, however, satisfied that any settlement for National 
Health Service doctors following the report of the Royal Com- 
mission could not fail to be taken into account in considering 
the position of the local authority doctors. A claim on their 
behalf through the normal machinery would of necessity be con- 
sidered in the knowledge both of the Royal Commission’s report 
and of the subsequent settlement, and I am confident that due 
consideration would be given to both these factors. 

Should you at a later date wish to make further representa- 
tions, I would, of course, consider them. 
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Commiittee’s Decision 

The Committee, anxious as it is to find a peaceful solu- 
tion to the dispute, has given most earnest consideration to 
all these new developments. It has taken legal advice on 
the implications of the statement issued by the Royal Com- 
mission and has re-examined its recommendations to the 
special conference in the light of the position as it now 
stands. 

First, it must be emphasized that the claim has still not 
been discussed and the so-called adjustment of 5% in general- 
practitioner remuneration has been unilaterally decided and 
not negotiated. Arbitration is still refused. 

So far as the Royal Commission is concerned, the recent 
statements only confirm that the Commission is concerned 
solely with the introduction of new rates of remuneration 
and in no way with the determination of the fundamental 
issues now in dispute. 

For these reasons the Committee has concluded that the 
position is fundamentally unchanged and has reaffirmed its 
previous recommendations to the special conference, which 
will take place on Tuesday, April 30, as arranged. 


Interim Adjustment 

The Committee has considered what action should be 
taken with regard to the Government's decision to make an 
interim adjustment of 5% in the net remuneration of general 
practitioners, and makes this further recommendation to the 
special conference. 

That the Minister of Health be informed that, pending a final 
and satisfactory settlement, it is the wish of the conference that 
the 5% net increase to the aggregate net remuneration of general 
practitioners, arbitrarily decided upon by the Government, should 
be placed in a suspense account. 


Chair of the G.M.S. Committee 

The Committee wishes to report to the special conference 
that, because of a sincere difference of opinion between the 
Chairman and the Committee on the future course of 
medico-political policy, the Committee decided that, in the 
circumstances, it was better for Dr. Talbot Rogers to relin- 
quish his chairmanship. 

Dr. Rogers agreed that this was the right and proper 
course for him to take, and Dr. A. B. Davies has been 
appointed Chairman for the remainder of the session. A 
more detailed account of this matter appears in the report 
en the special meeting of the G.M.S. Committee in this 
Supplement (see next column). 


Summary 


The Committee regrets that it should be necessary to issue 
this supplementary report at such short notice, but it feels 
certain that local medical committees will wish to have an 
authoritative statement on the Committee’s appraisal of the 
present position. 

Above all, the Committee wishes local medical com- 
mittees and representatives to the special conference to be 
left in no doubt as to its firm conviction that its previous 
recommendations must stand until such time as the Govern- 

. ment shows its willingness to negotiate or arbitrate upon the 
matters now in dispute. 


NEW CHAIRMAN OF G.M.S. COMMITTEE 


At its meeting on April 18 the General Medical Services 
Committee elected Dr. A. B. Davies to the chair for the 
remainder of the session in succession to Dr. A. Talbot 
Rogers. 

The Committee then proceeded to discuss the latest 
developments in the remuneration dispute. The conclusions 
it reached are set out in the supplementary report to the 
special conference which is published at page 225 of this 


Supplement. 


GENERAL MEDICAL SERVICES COMMITTEE 
SPECIAL MEETING 


A special meeting of the G.M.S. Committee was held in the 
morning of April 17 to consider recent developments in the 
remuneration dispute. Dr. A. TaLBot RoGers was in the 
chair. 

At the outset of the meeting Dr. F. Gray raised the ques- 
tion of the views expressed by the chairman in putting 
forward the Committee’s policy to the Negotiating Com- 
mittee at its meeting on March 26 and to the Council of 
the Association on March 27. Dr. Gray said he realized 
that the views held by the chairman were perfectly genuine 
and sincere, but they were not the views of the Committee, 
and at this grave hour it was essential that the Committee 
should have a chairman who fully supported its policy and 
who was prepared at all times to put the Committee’s case 
forward in the most cogent terms. 

The CHAIRMAN said he had made it clear at the previous 
meeting of the Committee that he would feel it his Rey to 
inform the Council of his own views about co-operation with 
the Royal Cormfission, in so far as they were derived from 
his personal contact with the Prime Minister and the Minister 
of Health, and he in fact put forward the arguments on 
both sides so that the Council should have an objective 
account of the matter. If the Committee felt that he had 
done more than he was entitled to do he was prepared te 
vacate the chair. He had himself considered resigning the 
chairmanship, but he felt that this was not the time for 
the Committee to change its chairman in view of the public 
reaction, which could well damage the profession’s case. 

At this point Dr. Rogers vacated the chair to enable the 
Committee to discuss the matter in his absence. The chair 
was taken by the Chairman of Council. The Committee 
then proceeded with its business in camera. 

At the end of the private session it was announced to 
Dr. Rogers that the Committee had decided to ask him to 
relinquish the chair, coupling with it a vote of thanks to 
him for his services to the profession and the Committee. 
The vote of thanks was carried with acclamation. Dr. 
Rogers expressed his regret at leaving the chair at such a 
moment, but said he felt that it was in the best interests of 
the Committee that he should do so. He thanked the Com- 
mittee for its expression of appreciation. 


Remuneration Dispute 

The CHAIRMAN OF COUNCIL reported that he had been 
invited by Sir Harry Pilkington to meet him particularly 
for the purpose of explaining the reasons for the Council’s 
recommendation against co-operation with the Royal Com- 
mission, and he had done so on March 29 with the Council’s 
approval. 

On April 8 The Times had published a letter from him 
in which he had stated that the matters in dispute were such 
as reasonable people would normally expect to discuss round 
a table. He was confident that the Council would respond 
to any example of reasonableness on the part of the Govern- 
ment, and he asked once again that the Governmert should 
engage with the profession in.such discussions. 

Subsequently Dr. Wand said he, in company with Dr. 
Rogers and Sir Russell Brain, had received an invitation 
to see the Minister of Health. Mr. Vosper had merely 
informed them of the Government’s decision to give an 
interim increase of 5% in remuneration. They had been 
told that this decision was final and was not open to discus- 
sion (apart from its distribution). They had also been in- 
formed that the terms of reference of the Royal Commission 
would not be altered and that the Commission itself would 
be going ahead with its plans whether the profession decided 
to give evidence or not. 

As regards the position of public health medical officers, 
the Minister had said that they would have an opportunity 
of negotiating through their Whitley Council procedure in 
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the light of the Royal Commission’s findings, and if they 
were dissatisfied with the result they could go to a court of 
inquiry. 

After discussion the Committee resolved: 

(1) That, having considered the further public statements 
made since its last meeting, the General Medical Services 
Committee reaffirms its earlier views. 

(2) That the Committee welcomes and heartily supports 
the letter from the Chairman of Council to The Times of 
April 8. 

(3) That the General Medical Services Committee approves 
of the Chairman of Council making continued efforts to 
secure either arbitration or a satisfactory settlement of the 
profession’s claim. 


PROCEEDINGS OF COUNCIL 


A special meeting of the Council of the Association was 
held on the afternoon of April 17, with Dr. S. Wanp in the 
chair. The Council was called to consider the situation 
resulting from the exchange of letters between the President 
of the Royal College of Physicians and the Prime Minister 
concerning the terms of reference of the Royal Commission 
on Doctors’ and Dentists’ Remuneration and the subsequent 
decision of the comitia of the College to co-operate with 
the Royal Commission. 


G.M.S. Committee Report 


Dr. A. B. Davies, acting chairman of the G.M.S. Com- 
mittee, reported on the proceedings of a special meeting of 
his committee that had taken place on the morning of the 
same day. First, he told the Council that, owing to a 
sincere difference of opinion that had manifested itself within 
the past few weeks between Dr. A. T. Rogers and the 
G.M.S. Committee on the policy that should be pursued 
in the present dispute on remuneration, the Committee had 
regretfully asked Dr. Rogers to resign from its chairman- 
ship. Dr. Rogers had agreed that this was the right and 
proper course for him to take. Dr. Davies reported that 
he had been appointed temporarily to the chair of the 
Committee until it had had an opportunity to elect a suc- 
cessor to Dr. Rogers. 

Dr. Davies then went on to inform the Council that the 
G.M.S. Committee, having considered the further public 
statements [the exchange of letters between the Prime 
Minister and Sir Russell Brain and the statement by the 
Royal Commission (see Supplement, April 20, pp. 218 and 
219)] made since its last meeting, had reaffirmed its earlier 
view that, in present circumstances, it was undesirable that 
the Association should co-operate with the Royal Commis- 
sion. The Committee, Dr. Davies reported further, had 
supported and welcomed the letter from the Chairman of 
Council, Dr. Wand, to The Times of April 8, in which he 
renewed his appeal to the Government for discussions about 
the matters in dispute with the profession, and the Committee 
had also approved the continued efforts by the Chairman of 
Council to enable a satisfactory solution of the profession's 
claim to be found. 


Earlier Views Reaffirmed 


The CHAIRMAN OF CouNciL informed the meeting that he 
was engaged in conversations with the Minister of Health 
and the chairman of the Royal Commission in the hope of 
reaching some settlement of the dispute, but at the moment 
he had nothing to report. Nor was he at all confident that 
there was any ground for optimism. 

In the discussion that followed the view was generally 
expressed that the exchange of letters between the Prime 
Minister and Sir Russell Brain and the statement by the 
Royal Commission had not materially altered the situation. 
The Council passed by a large majority the following resolu- 
tion : 

That, having considered the further public statements made 
since its last meeting, the Council reaffirms its earlier views. 


The Council then went on unanimously to pass two more 
resolutions : 

(1) That the Council welcomes and heartily supports the letter 
from the Chairman of Council to The Times of April 8. 

(2) That the Council approves the continued efforts of the 
Chairman of Council to enable a satisfactory solution of the 
profession’s claim to be found. 


Public Health Medical Officers 


A report from the Public Health Committee was received 
expressing the Committee’s profound regret that the notes 
on the dispute which were sent by the Association to Mem- 
bers of both Houses of Parliament on March 28 (see 
Supplement, April 6, p. 150) made no reference to the 
Government’s decision that public health medical officers 
should be excluded from the terms of reference of the Royal 
Commission. 

The following recommendation from the Public Health 
Committee was agreed to: 

That the Council be recommended to issue as soon as possible 
a further letter to Members of both Houses of Parliament not 
only to include comment on the letters exchanged between the 
Prime Minister and the President of the Royal College of 
Physicians but also drawing particular attention to the arbitrary 
decision of the Government that the terms of reference of the 
Royal Commission exclude all doctors in the public health 
service. 


=| 


CONFERENCE OF JOINT ADVISORY 
COUNCILS ON OCCUPATIONAL HEALTH 


The Annual Conference of Joint Advisory Councils on 
Occupational Health was held at B.M.A. House on April 9. 
Dr. H. ALEXANDER, of London, presided. In addition to 
representatives of the councils there were observers present 
from government departments and other bodies, and also 
members of the Occupational Health Committee of the 
B.M.A. The meeting sent a message of sympathy to Mr. 
A. J. Nix (Wandsworth and Battersea), who had been in- 
volved in a serious motor accident. 


Welcome by President 


Welcoming those attending, the President of the British 
Medical Association, Dr. ALEXANDER HALL, said that the 
Association was convinced of the value of occupational 
health services. Its policy was to encourage all practicable 
measures for the improvement and extension of these 
services, and it had taken the initiative in setting up these 
advisory councils, which it regarded as a valuable forum, 
where all with the common interest of safeguarding the 
health and safety of those at work both in industry and non- 
industrial occupations might meet and deliberate. 

The CHAIRMAN, in his opening remarks, said that there 


“was no doubt that the present was the threshold of far- 


reaching innovations in the occupational health services. He 
referred to the establishment of the Industrial Health Ad- 
visory Committee and the investigations which it had carried 
out; the Piercy Report on rehabilitation and the disabled 
person ; and the indications that the Gowers Committee’s 
recommendations for the extension of the Factories Acts 
to people in offices would be implemented in the full- 
ness of time. The Industrial Health Advisory Committee 
had tripartite representation of doctors, employers, and 
employees. He suggested that the advisory councils on 
occupational health might well act as local committees to 
advise that body. 


Employment for Disabled School-leavers 


A resolution from Wandsworth and Battersea Advisory 
Council, stressing the importance of careful selection of 
employment for disabled children of school-leaving age, 
asked for consultation between the headmaster, the parents, 
the family doctor, the school medical officer, the youth 
employment officer, and, where applicable, the appointed 
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factory doctor or industrial medical officer. The school 
nurse and the industrial nurse were included at the sugges- 
tion of Mrs. L. G. Donerty (Royal College of Nursing), and 
Mrs. S. WALLACE, the mover, said that it was a foregone 
conclusion that the child would be included. 

Mr. Nix, whose speech was read for him by Mrs. Wallace, 
said that demoralization and a wasted life was too often 
the result of careless choice of the first job, a choice seldom 
made by the disabled child but by his elders. Arrangements 
existed for the headmaster, parents, and youth employment 
officer to meet, but Mr. Nix submitted that they did not 
bring sufficient knowledge and experience to the discussion. 

Mr. L. C. Wuire underlined the need for vocational 
guidance officers to assess the aptitude and abilities of the 
child. Mr. G. S. Caristie (Ministry of Labour and National 
Service) said that the Disablement Resettlement Officer was 
always available to help the youth employment officer. There 
was a follow-up at the age of 18, and if at any time the 
disabled person felt that his job was not suitable the D.R.O. 
would go into the question. 

Dr. W. P. Carcitt (Southampton) spoke of the difficulty 
when a child received some vocational training in a resi- 
dential school and when he returned to his home area he 
could not be placed in this employment. If vocational 
training was to be carried out in these schools, consulta- 
tion as suggested was needed at an early stage. 

Wandsworth and Battersea’s resolution was carried, as 
was one from Brighton, which asked for a closing of the 
gap between leaving school and the commencement of 
vocational training. This was moved by Mr. T. W. Parsons, 
who presented the views of Dr. V. O. B. Gartside. Dr. 
Gartside stated that there was much evidence that the 
physically handicapped workman who had once settled was 
more likely to remain stable in his occupation than his 
colleague who was literally “ mobile.” There was a ten- 
dency for the child to remain unemployed for a time while 
looking for a particularly suitable job, and this period could 
itself be fraught with the danger of procrastination over 
too long a period. At the special school aptitude tests at 
an early age, followed by mixed technical and scholastic 
guidance, should ensure that one of the major events in a 
person’s life (school to work) was successfully carried 
through. Dr. Gartside also referred to educationally sub- 
normal children whose parents could not afford to keep 
them an extra year at school. There should, he added, be 
hostel accommodation where suitable employment for 
various categories of disabled existed ; propaganda on the 
use of the Disabled Persons Employment Act both to 
employers and parents ; and more breakdown study of jobs 
in industry to decide which could be done by different 
categories of handicapped child. 

Mr. Waite said that what seaside landladies would do to 
obtain labour was beyond bounds. School-leavers would 
be conscripted into family boarding-houses to become over- 
worked and underpaid slaves until their ambition was gone. 

Dr. W. S. Parker (Society of Medical Officers of Health) 
suggested that the basis of future work was to encourage 
anyone with enthusiasm in this field to make a contribution 
which was more than a minimum contribution. The faci- 
lities existed and must be applied. He stressed the import- 
ance of following up a disability from its identification in 
infancy. 

Mr. CurisTie announced that in the recent recession the 
rise in unemployment among the disabled had been half 
that among the non-disabled, and among the severely dis- 
abled who had found jobs in industry there had been hardly 
any rise. He explained that a child could be taken into 
an industrial rehabilitation unit for assessment and help. 

The motion was carried. 


Services for Disabled Persons 


Wandsworth and Battersea proposed a resolution calling 
for the closest possible co-ordination between the Ministries 
of Health, Pensions, and Labour, and the area local authori- 


ties, in regard to services for disabled persons ; the imple- 
menting by local authorities of permissive powers to establish 
welfare services and training; and a Government vote of 
£6m. annually to meet the necessary capital expenditure. 
Mrs. WALLACE remarked that the latter amount, recom- 
mended by the Piercy Report, was only 2s. 6d. per head of 
the population per annum. 
Brigadier T. F. KENNEDY explained the contribution being 
made by Remploy Ltd., which in its 90 factories was raising 
the morale of people who otherwise would have been un- 
employable by enabling them to become wage-earners again. 
Further, up to January | last, 2,377 disabled people went 
from Remploy into ordinary industry, with the knowledge 
that if they failed Remploy would be behind them again. 
Mr. Georce W. LEE said that the British Council for 
Rehabilitation had instituted a series of conferences and 
courses, such as that on the effect of compensation (which 
was to be the subject of a follow-up conference in Birming- 
ham), and expert working parties such as those on the 
employment of persons with heart disease and gastric cases. 


Co-operation with General Practitioners 


After passing this resolution from Wandsworth and Bat- 
tersea, the conference accepted another from the same 
advisory council. It asked that every facility should be 
given for co-operation between the hospital medical staff, 
the patient’s own general practitioner, and the disablement 
resettlement officer. Dr. G. R. Boyes explained that the 
object was to emphasize that the patient’s general practi- 
tioner had a useful and important part to play in the 
rehabilitation and resettlement of persons after illness or 
injury. The role of the G.P. was not limited to those of 
his patients who were not referred to hospital for treatment. 
It often involved patients who were discharged and returned 
to his care before they were fit to resume their former 
occupation or were trained for a new one. In either case 
his personal knowledge of the patient’s social and economic 
conditions and of the patient enabled him to assess capa- 
bilities and advise on future action. 

Mr. BriAN STEVENS (Trade Union Congress) said that a 
large number of doctors had little knowledge of industrial 
conditions, and he spoke of the value of the system in the 
General Post Office, where there were appraisement com- 
mittees of management and bench workers which advised on 
replacement of the disabled. 

Mr. CuristTiE paid tribute to the help which the Ministry 
of Labour received from doctors. 

Dr. A. A. EAGGER (Nuffield Foundation) quoted the experi- 
ment in industrial health at Slough. It was, he said, impos- 
sible to make a correct assessment of a man’s disability 
in the consulting-room. At Slough the patient was sent 
to the Government Training Centre for assessment by the 
medical officers and instructors. 

Dr. H. D. Paviere said that if general practitioners and 
hospital staff sent a note to the industrial medical officer it 
would save him time and trouble in placing a man correctly. 
Dr. Paviere mentioned requests for 2 or 3 guineas for a 
report, although the industrial medical officer made it clear 
that the information was wanted only for the patient and in 
no circumstances would it be used for compensation pur- 
poses. Dr. Graves Peirce said that in the vast majority of 
cases the information was willingly given to industrial 
medical officers. 

The CHAIRMAN thought that what Mr. Stevens said was 
true some time ago, but now the co-operation obtained from 
general practitioners by the rehabilitation services was very 
real. 

The motion was carried, with the inclusion of the indus- 
trial medical officer in the “ team ” mentioned. 


Rehabilitation in Industry 

The conference accepted resolutions from Wandsworth 
and Battersea and York recommending that rehabilitation 
of disabled workers should, wherever possible, take place 
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within the industry where they were normally employed 
and urging the Ministry of Labour to encourage the setting 
up of places of work within industry to provide suitable 
employment for the disabled. Mr. Nix pointed out that a 
few large firms had set up rehabilitation workshops. 

Dr. J. J. O'Dwyer said that it was necessary to get away 
from the idea that all employers wanted a man to be 
absolutely fit. It was the constant endeavour of all to 
ensure that the patient came back to some kind of work 
as soon as possible, of a kind which gave him satisfaction. 
Dr. J. B. BLomrieLp (Leeds) felt that more smaller firms 
should get together and form units to tackle the problem. 

Mr. J. B. LoNoMurrR (Institute of Personne! Management) 
said that the disabled worker should be “ prodded” and 
given progressive work. There was no reason why the 
injured worker should not be persuaded to try the small firm, 
where he would have sympathetic understanding and a fair 
amount of attention. Mr. H. RAMSDEN (York) advocated 
financial assistance to firms to set up “teaching places” 
where a disabled person could be taught within industry. 

Two difficulties were mentioned by Mr. C. C. Hot 
(York): higher management prepared to recognize that, for 
establishment purposes, where there was a disabled person 
there might be only half a.person ; and who was to do the 
work when the handicapped person had to be away? He 
thought that the medical profession was doing a good job, 
and he wanted to see management and trade unions come 
up to the same standard. 


Certificate of Partial Fitness 


Wandsworth and Battersea asked for an expression of 
opinion that a person’s return to work after disablement 
should not be dependent upon a medical certificate of fitness 
to resume full employment, but that the principle of certi- 
fication of partial fitness for part-time employment should 
be adopted. 

Dr. Boyes disclaimed any suggestion of an attempt to 
get a person back to work earlier than was desirable or 
reasonable, or any implied attempt to exploit the sick worker. 
He was concerned only with the welfare of the worker. In 
the case of an industrial rehabilitation unit the medical 
certificate required was not that the person was fit for work, 
but that the unit doctor considered he was likely to be fit 
at the end of the rehabilitation course. Were the difficulties 
of partial fitness certification for industry so great that they 
should be allowed to outweigh the advantages of gradual 
rehabilitation ? There were many occasions when a G.P. 
would be willing for a patient to return part-time, and Dr. 
Boyes thought that many employers would accept people 
on that basis. 

Mr. Stevens thought that the Piercy Report justified the 
stand which the T.U.C. had taken over this. It was 
dangerous to cut across the principles of the national insur- 
ance scheme. Mrs. M. ILLINGWoRTH (Leeds) still felt that 
this was something which could come about. In a large 
organization employees who had been injured or had had an 
operation were taken back in a part-time capacity on their 
own job, if suitable, or a lighter one. She appreciated that 
it would be more difficult in the smaller firms. 

Mr. J. H. F. LupGate (Ministry of Pensions and National 
Insurance) pointed out that there would be administrative 
difficulties over assessment, provision of medical supervision 
at work, and National Insurance. He queried whether the 
result would justify the additional administrative costs. 

Dr. BLOMFIELD said that general practitioners were often 
faced with the person who was off work for a few weeks 
and who could very well go back if he could be employed 
part-time ; it would be in the patient's interest to do so. 
Dr. Rippotts (York) said that, with the co-operation of 
the industrial medical officer, in certain firms a man was 
taken on part-time at a job within his capacity. Mr. R. 
TyLer (Leeds) remarked that the Act was as hard to shift 
as the Rock of Gibraltar. 

The motion was carried with one vote against. (Observers 
were precluded from voting.) 


Education about Epilepsy 


Moving a resolution from York and District, Dr. RiDDOLLS 
said that a more intensive effort was necessary to inform 
sufferers from epilepsy of the nature of their disability and 
to encourage them to secure medical treatment. Many could 
be controlled efficiently and perform ordinary jobs in indus- 
try. Dr. Riddolls called for education on the lines of the 
“Hurt Mind” programme on television by using modern 
techniques of radio and television and other methods of 
public propaganda. 

In the discussion on the motion, which was carried, men- 
tion was made of the British Epilepsy Association’s film 
People Apart, available for showing, and the Ministry of 
Labour’s leaflet for employers and workpeople. It was 
pointed out that epileptics were employed in Remploy and 
had been found posts by the Ministry of Labour, but there 
were a large number of unemployed at the moment. 


Summing Up 

Dr. VAUGHAN Jones, chairman of the Occupational Health 
Committee of the B.M.A., summed up the deliberations of 
the conference. He expressed disappointment that more 
advisory councils on occupational health had not been set 
up. It had been stated that these suffered from being 
advisory and not executive. But in many ways he thought 
that their present status was an advantage. If they were 
executive it might become difficult so far as the employers 
and trade unions were concerned. 

Mr. RAMSDEN moved a vote of thanks to the chairman ; 
to the B.M.A. for their hospitality—those attending the 
conference were entertained to luncheon and tea by the 
Association ; and to Dr. S. J. Hadfield (Assistant Secretary). 


PUBLIC HEALTH COMMITTEE 


The Public Health Committee met on April 12 at B.M.A. 
House, with Dr. Jonn B. TILtey in the chair. 


Remuneration Claim 


The Deputy Secretary (Dr. D. P. Stevenson) referred to 
correspondence which appeared in The Times of the same 
date, between Sir Russell Brain and the Prime Minister 
(Supplement, April 20, p. 218). Sir Russell Brain asked a 
number of questions of the Prime Minister, one of which 
was as follows: 

There is a strong feeling in the medical profession that our 
colleagues in the Public Health Service should not be excluded 
from the scope of any review of remuneration. Do the terms 
of reference of the Royal Commission include them ? 

According to the report in The Times, the Prime Minister's 
reply to that question was: 

The remuneration of doctors employed by local authorities is 
excluded from the scope of the Royal Commission’s recommen- 
dations, but any claim on their behalf through the usual machin- 
ery would necessarily be considered in the knowledge of any 
recommendations of the Commission. 

Astonishment was expressed at the fact that Sir Russell 
Brain had written to the Prime Minister “ off his own bat” 
upon a matter which vitally concerned the Committee’s 
interests. _Many members were concerned at the lack of 
reference to the position of medical officers in the public 
health service in the document sent to Members of Parlia- 
ment (Supplement, April 6, p. 150). 

Dr. Trey said that it might be as well to circulate a 
further document among Members of Parliament pointing 
out the inconsistency of the Government’s attitude. The 
Government had quite carefully chosen a form of words and 
they were now disavowing their own words. The words of 
the terms of reference were now being given a different 
meaning. 

After further discussion it was agreed to recommend to 
Council that further action should be taken forthwith to 
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ensure that the present position was appreciated, and 
Members of Parliament should be given a critical condemna- 
tion of the Government's interpretation of the terms of 
reference. 


Notification of Infectious Diseases 


Dr. TILLEY reminded the Committee that a resolution had 
been passed by the A.R.M., 1955, asking that a review of 
the legislation concerning infectious diseases should be car- 
ried out. The Committee had postponed action itself until 
it had received a formal expression of opinion from the 
Society of Medical Officers of Health. But no document 
had been received from that body. 

After some discussion it was decided to appoint a sub- 
committee to go into the whole subject. The following 
members were appointed: The Chairman ; Drs. J. Kelman, 
J. F. Warin, J. Alun Evans, H. D. Chalke, Llywelyn 
Roberts, and J. B. S. Morgan, with power to co-opt. 


Draft Circulars 


The Committee went on to discuss a draft Ministry of 
Health circular on immunization against diphtheria and 
whooping-cough, Dr. CHALKE felt it was premature to 
issue the circular in its present form. There appeared to be 
an element of panic in it, and, indeed, many of the state- 
ments were misleading. It was agreed that the Committee’s 
comments should be sent to the G.M.S. Committee, which 
was also studying the draft circular. 

The Committee also considered a draft circular on polio- 
myelitis vaccination. 


Whitley Committee C 


The Committee received reports on the implementation by 
99.5% of local authorities of M.D.C, Circular 27, and by 
94% of M.D.C. Circular 33. Five appeals had been success- 
fully concluded under Whitley procedure: two at local level, 
two at regional level, and one was taken to Committee C. 
Four appeals were awaiting a hearing. 

The Committee received reports from the Staff Side of 
Committee C on the remuneration of medical referees to 
crematoria, annual leave, subsistence allowances, and sick- 
pay schemes (M.D.C. Circulars 30 and 31). 


Public Health Service Defence Trust 


A meeting of the Trustees was held during the afternoon, 
and dealt with formal business. 


MEDICINE IN THE BALANCE 


DISCUSSION AT FELLOWSHIP DINNER 


After a dinner at the Kensington Palace Hotel on April 12, 
with Dr. R. Have-Wauire in the chair, the Fellowship for 
Freedom in Medicine discussed “ Medicine in the Balance.” 
Mr. GILBERT LONGDEN, M.P.; Mr. LINDSAY-FYNN, a member 
of the Board of Governors of the Royal Free Hospital ; and 
Mr. R. Mur.ey opened the discussion. 


Freedom from Dictation 


In the course of his introductory remarks the CHAIRMAN 
said that the Fellowship’s view of the present dispute with 
the Government was that it went far deeper than remunera- 
tion. The bare fact was that the Government was jetti- 
goning a part of an agreement made in 1948 because it was 
found to be inconvenient. Surely this was dictation. “If 
one partner in the agreement dictated,” he asked, “ how can 
the other be free?” This was where the Fellowship came 
in. It was utterly opposed to the methods the Government 
was adopting. There were some who said that squabbles 
about money were injuring the dignity of the profession. 
“The N.H.S. has already robbed us of most of our dignity, 
specially those in general practice, and surely,” Dr. Hale- 
White said, “meek submissiveness to dictation would 


scarcely tend to add to the little we have left. On the con- 
trary, once we have submitted to this kind of treatment all 
our freedom and all our dignity would be gone for ever.” 
Dr. Hale-White announced that the Fellowship was 
shortly to publish its scheme for a reformed health ser- 
vice. It would be found that the scheme aimed to restore 
the highly contagious quality of enthusiasm to the doctor 
and his patient. It aimed to give the patient the feeling that 
once again he was an individual. It would also ensure that 
disputes, like the present one, could not arise in future. 
Certain of the scheme’s features would undoubtedly be 
criticized, Dr. Hale-White opined, but he found encourage- 
ment in looking back over the years of the Fellowship’s life 
and recalling how it used to be regarded by most people as 
a body of stick-in-the-mud diehards. “And yet one after 
another of our policies has now become accepted as ‘ musts’ 
for the future by the thoughtful among the public and the 


profession.” 
State’s Business 

Mr. LoNGDEN said that the nation’s bill of health wag 
much cleaner but it was also much bigger. It was, how- 
ever, a bill worth paying if it achieved its object of seeing 
to it that no one should get worse only because he could 
not afford to get better. 

Was this admirable object being achieved? Was the 
medical profession in danger of losing its traditional un- 
selfish integrity and coming to treat National Health patients 
as if they were privates in an Army sick parade? Was the 
State interfering too much? It was inevitable that he who 
paid the piper tended to call the tune, and, having made it 
the State’s business to care for health, it must be conceded 
the right to mind its business. But that did not include the 
right to mind the doctor’s. 

Mr. Longden was sure the Fellowship was right in believ- 
ing that the best possible safeguard against such a calamity 
was a healthy private sector in medicine which could act as 
a yardstick and as a spur. “ You accuse the Government 
of giving no encouragement to private practice,” he said. 
“You believe that one way to encourage it would be to 
let private patients enjoy the privilege of obtaining pre- 
scriptions on the same terms as National Health patients. 
Yet a year has now passed since a Conservative Minister of 
Health said that such an idea was not repugnant to Con- 
servative political thought and invited the B.M.A. to take 
part in detailed discussions with his Department to examine 
it. That invitation still awaits a reply.” 

Mr. Longden hoped to be told that night precisely what 
else was expected of the Government. 


Time for Reform 

Mr. MuRLey, pursuing the theme of the discussion, said 
the greater the number of doctors in the National Health 
Service and the greater the amount of their income derived 
from it, the heavier was the load on the Exchequer, the 
greater the inflationary tendency of the Service, the more 
acute the sense of frustration among doctors, and the more 
political medicine must become. Anything which restored 
and encouraged private practice, and which made patient, 
doctor, and institution less dependent on the State, must 
make for greater contentment and economy. The Fellow- 
ship was certainly no less determined than the B.M.A. that 
the doctor should be adequately paid for the work he did 
in a State service. Where they differed, however, was in 
their advocacy of a type of organization which, by fostering 
independent practice, would relieve the burden on the Ex- 
chequer, enhance the sense of mutual responsibility of doctor 
and patient, more closely associate financial operational 
responsibility, and generally restore freedom in medicine. 

By setting up a Royal Commission with the present terms 
of reference the Government had simply shelved the real 
issues and missed a great opportunity. The whole structure 
of the N.H.S. should be under critical review, and he per- 
sonally was deeply disappointed that the B.M.A. seemed 
to have no alternative scheme to put forward. 

Mr. Murley went on to refer to what some regarded as a 
highly unsatisfactory feature of examinations, such as that 
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of the Guillebaud Committee, of nationalized industries and 
services. Investigating committees of this sort were appointed 
by Ministers whose departments were interested parties ; they 
commonly worked on Ministry premises; and it was not 
uncommon for them to have a Ministry official as secretary. 
It was intended as no reflection on the individual members 
of the Guillebaud Committee when he said that, instead of 
being pervaded by a healthy impartiality, their report bore 
all the signs of having been drafted within the Ministry of 
Health. Sir Fred Messer, for instance, deplored the absence 
“of people on the committee who were able to assess the 
value of the evidence it received.” ; 

In a Sei:vice which was crying out for reform this unenter- 
prising committee had soft-pedalled almost every real criti- 
cism which was made in evidence to it, and this was espe- 
cially true of criticisms of the administrative structure of the 
Service. The Guillebaud Committee, said Mr. Murley, had 
failed lamentably in its task, and, by declaring that any 
reforms would be premature at this stage, it had helped the 
Service to congeal in its present form, provided politicians 
of all parties with an excuse for inaction, and surely put 
the clock back for several years. In the public interest it 
should be made impossible to set up important committees 
of investigation in this way, for, as so often in recent times, 
a Ministry became judge in its own case. 

The time, continued Mr. Murley, was clearly ripe for 
reform. The Fellowship had upheld private practice as a 
virtue in itself, as a valuable discipline for the doctor and 
as a yardstick with which to compare the State service. 
Secondly, it had sought ways and means of providing the 
G.P. with incentives—a more realistic relationship between 
payment made and services rendered, and the optional right 
to the sale of goodwill, The restoration of this right would 
facilitate entry into practice as well as the change from one 
practice to another. Thirdly, the provision of drugs and 
appliances to all patients (private and otherwise) on the 
same basis stood high in its estimation. It favoured, 
however, a system akin to the Australian one rather than 
our own present one. Fourthly, it favoured the stimulation 
of personal responsibility for some part of the cost of all 
but the long-term illness, rather than the encouragement of 
too heavy dependence on the State. 


Discussion 


Mr. LINDSAY-FYNN gave some instances of extravagance 
in the spending of hospital funds, and others among the 
many speakers who took part in the general discussion which 
followed also referred to the economic aspects of the Health 
Service. Dr. E. C. WARNER summed up. Mr. Longden had 
asked if the doctors felt the State was interfering too much 
in the freedom of the profession. Dr. Warner answered 
that quite clearly the profession did feel this. Mr. Longden 
had attributed the nation’s improved health in recent years 
to the N.H.S., but Dr. Warner thought that he had for- 
gotten the contribution of medical scientists in this. One ‘ 
example would suffice to illustrate the point—that of Sir 
Alexander Fleming. Dame Irene Ward, M.P., had men- 
tioned that before the introduction of the N.H.S. many 
people did not like to go to their doctor with their com- 
plaints: this applied to-day in equal measure, said Dr. 
Warner, for many felt their doctor had not the time or the 
facilities to listen to their troubles in the privacy which they 
would like. 


ANNUAL MEETING 
ABERDEEN GRADUATES’ DINNER 


The Aberdeen Graduates’ Dinner will be held in Tilley’s 
Restaurant, Newcastle upon Tyne, on Friday, July 12, at 
7.30 for 8 p.m. The dinner is open to Aberdeen gradu- 
ates attending the Annual Meeting or resident locally, and 
their ladies. Tickets will cost 30s., and early application 
with remittance should be made to Dr. D. Middleton, 18, 
Cliffe Park, Sunderland. 


TRAINING MEDICAL ADMINISTRATORS 
NEWCASTLE BOARD’S SCHEME 


In seeking an administrative medical officer without previous 
administrative experience the Newcastle Regional Hospital 
Board believes it is doing something of a pioneering nature. 
It recently advertised a post on the staff of the senior 
administrative medical officer in which facilities for training 
will be provided by secondment and otherwise. Dr. R. H. M. 
Stewart, the Board’s senior administrative medical officer, 
explains that it is hoped to secure applications from those 
whose experience is solely clinical or in public health. The 
sort of training programme envisaged will include attendance 
at suitable courses and secondment to general, special, and 
mental hospitals for varying periods. Very probably, too, 
the doctor appointed will be lent for periods of about a 
week to hospital management group centres to gain 
experience of their work. Opportunity for taking a higher 
qualification will be offered. 


MEDICAL IMPLICATIONS OF NUCLEAR 
WARFARE 


METROPOLITAN COUNTIES BRANCH 
MEETING 


The Metropolitan Counties Branch of the B.M.A. is to hold 
a meeting at B.M.A. House on May §, at 2.30 p.m., to dis- 
cuss the medical implications of nuclear warfare. Army 
specialists will deal with the subjects of organization for 
collection, screening, and disposal of casualties, and for safe- 
guarding food and water supplies, shelters, etc. ; the surgical 
treatment of casualties with burns and fractures; and the 
pathological processes of irradiation sickness. Civil defence 
aspects will be included where appropriate. 

Members from Divisions on the fringe of the Metropolitan 
Counties Branch area will be welcomed. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Royal College of Physicians 

Sir,—That a meeting composed only of Fellows—10 
being a quorum—should be empowered to dictate the 
policy of the whole Royal College of Physicians, in such 
an important matter as that which was published recently 
(Supplement, April 20, p. 218), is disturbing. When it is 
remembered that the 3,590 members and many thousand 
licentiates of this College—the two groups which contain 
all its general practitioners—are automatically excluded not 
only from attending such a special meeting but even from 
an annual general meeting, surely this reflects unfavourably 
on the capacity of the Royal College of Physicians to repre- 
sent them in medico-political matters, or to help in the 
future development of the general practice side of the 
National Health Service. It underlines the great responsi- 
bility which rests at the present time with the British Medi- 
cal Association to do both these things—I am, etc., 


London, S.W.1. Joun H. Hunt. 


Sir,—There are many of us who recall the urgency of the 
struggle when the N.H.S. came into operation in 1948. I 
believe I am right in saying that a sudden volte-face by the 
then President of the Royal College of Physicians did much to 
weaken our resistance. Lord Moran, however, in the House 
of Lords has done us good service this time, and no one can 
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quarrel with his views. The Lancet leading article,’ amid 
its devious arguments, twistings, retreats, and adjustments 
of position, in fact was good enough to state that the same 
feeling was evoked last week by Lord Moran’s statement that 
the profession has neither been treated justly nor cour- 
teously. But the same phased withdrawal is suspected again. 

The negotiating body of the consultants and general prac- 
titioners has been unable to negotiate. The B.M.A., repre- 
senting consultants and general practitioners, advises non- 
cooperation with the Royal Commission. In my area a 
highly representative meeting instructed our representative 
to vote for “phased withdrawal and non-cooperation.” 
This is being carried out entirely through pressure brought 
by the general practitioners who are going to bear any 
distress, or, worse, any odium, that may arise from support~- 
ing B.M.A. policy. May I repeat that the B.M.A. repre- 
sents consultants, specialists, and general practitioners, ‘is 
democratically elected, and the representatives are demo- 
cratically instructed by both groups of the profession ? Now 
we learn that Lord Moran’s successor, Sir Russell Brain, a 
member of the Negotiating Committee, has agreed on behalf 
of the Royal College of Physicians to support the Royal 
Commission. I ask myself what is his mandate to do so. 
Neither I nor any member I have spoken to in this area. 
nor any licentiate, has been asked for his democratic sup- 
port. And yet the general practitioners are to go into battle 
on behalf of both sections while the consultants, who have 
nothing to lose, hear their President (on behalf of whom, 
may I ask ?) knock one of the planks away from the feet of 
the general practitioners. I remain baffled. Am I the only 
one ? Can you or your readers enlighten me ?—I am, etc., 


Brighton. STANLEY Kaye. 
REFERENCE 


1 Lancet, 1957, 1, 773. 


The Real Issue 


Sir,—It is to be hoped that some of the letters appearing 
in the Supplement of April 20 were written some while ago, 
for the writers seem unaware of what has happened recently. 
What began as a remuneration claim, put forward for 
negotiation or arbitration, has, through the refusal of the 
Government to do either, developed into a struggle to assert 
the principle that a mutually agreed basis of remuneration 
must not be unilaterally repudiated, even by a government. 
This is a matter of vital concern to every member of the 
community, for without it no wage or salary agreement is 
of value. It is, quite simply, arbitrary government. 

We must keep in mind the basic facts. In view of the 
passage in the official Handbook for General Practitioners, 
which I quoted in my last letter (Supplement, April 6, 
p. 156), it is impossible for the Government .to say that it 
did not—at Marfch 31, 1955--wholeheartedly accept the 
Spens formula. Our claim for negotiation or arbitration 
about the present application of that formula was met by 
a flat “No” and refusal to discuss, let alone negotiate or 
arbitrate. Then the Prime Minister—again without discus- 
sion or consultation—announced a Royal Commission to 
devise a new basis of payment. Then, again without discus- 
sion—just as he put the extra shilling on prescriptions—he 
announced a 5% increase and suggested that in view of this 
gesture we should all get together happily to improve the 
Service. 

Unfortunately no improvement can come until there is a 
renewal of confidence, and confidence cannot be restored 
until the Government has agreed to the reasonable and 

j repeated request of Dr. Wand for discussion—for arguing 
a case before a Royal Commission is neither discussion, 
negotiation, nor arbitration in any acceptable sense of those 
words. On this principle doctors and public must stand 
fast, though the doctors, whose first duty is to their patients 
and not to the Treasury that collects and pays their fees, 
are in a very difficult position in fighting for it owing to this 
dichotomy of interests. 

Whether we should undertake phased or total withdrawal, 
or some other method of protest—e.g., refusal to pay income 


tax—will presumably be decided at the Special Representa- 
tive Meeting on May 1, but do let us be clear that the real 
issue is not 24% on Danckwerts but on how the claim 
should be considered, and whether governments shall be 
allowed arbitrarily to withdraw from agreements they have 
made. It is possible to argue, as The Times does, that no 
such agreement should have been made, but having been 
made no constitutional Government has the right to repudi- 
ate it. If this is the best thing the Government can do with 
an educated and, I hope, responsible profession it is just 
inciting employers and workers to be equally unreasonable 
and unreliable. 

I do not know whether the S.R.M. will consider, as it well 
might, what shall be done with the 5% increase which will 
be paid on May 1, whether we like it or not ; and for once 
the Prime Minister has said that he would like advice from 
the profession. If it should be discussed, may I repeat a 
suggestion I made in the Manchester Guardian some while 
ago—namely, that we should devote the first part of any 
increase in the central pool to doctors with children, as they 
are, by and large, those who are worst off? I suggested 
that we should allot £100 for each child under 12 and £200 
for each child over that age. I calculated—without any 
precise data to go on—that this would probably take just 
about the 5% that has actually been given. (This has 
nothing to do with whether it is a proper award, about 
which I hold strong views.) Such a course would ensure 
that the award was used to the best advantage; it would 
show that as doctors we are mindful of human needs and 
wish to act socially and not selfishly. It would be of 
national benefit, as it is from these families that many of our 
best future citizens will come. It would reverse the present 
dysgenic effect of professional salaries in that—from the 
biological point of view—doctors and other professional 
people marry too late and have too few children, while, 
from the medical aspect, there are few things which help 
a G.P. to be understanding and kindly more than to have 
personal experience in his own family of the joys and diffi- 
culties of those whom he has to treat. The currency of a 
family man is, as it were, depreciated, as he has so many 
more mouths to feed, and this odious award gives us a 
unique opportunity, without any of us being worse off, to 
assert the importance of biological facts. Perhaps I should 
add that all my children are grown up.—I am, etc., 


Winsford, Cheshire. W. N. Leak. 


Voice of Junior Hospital Staff 


Sir,—Your leading article entitled “The First Decision” © 
(Journal, April 6, p. 810) notes that there has been a lack 
of response in your correspondence to the Ministry’s recent 
unilateral adjustment of the salaries of the junior grades of 
hospital medical staff. It may be that we were stunned 
into inactivity by the events of the last few weeks ; in addi- 
tion, we are in fact afraid to speak out for fear of incurring 
disfavour by disturbing our august leaders in their delicate 
negotiations. Your offer of anonymity for such as we will 
probably be eagerly seized. 

I have sounded many of my colleagues of similar seniority 
on this subject, and add my view to theirs when I say that 
this 10% is contemptuously regarded by all grades from 
senior registrar down. We would be satisfied, were it left 
to us, with nothing less than the following: (1) An increase 
of at least 24% in current scales of salary. (2) The allowance, 
for income-tax purposes, as non-taxable expenses, of bona- 
fide payments for tuition, such as postgraduate courses ; 
examination fees—everyone knows that entry for the appro- 
priate higher and differential qualifications is a sine qua non 
of most hospital posts; and textbooks and instruments 
and their upkeep. Most registrars spend anything from 30 
guineas a year on these wholly necessary adjuncts to their 
chosen hospital careers. (3) The institution of a continuation 
into the third and fourth years of annual increments for 
middle-grade registrars: at least two tenures of two years 
each are necessary for anyone these days who is seriously 
pursuing a career in the hospital service ; usually one general 
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medical or surgical registrarship, and one or more in a 
specialty thereafter. The original optimistic “two years ” 
is sadly anachronistic. Therefore the essential “ subsequent 
posts” of the terms and conditions should be catered for. 
(4) Reverting to income-tax matters, the placing on the old 
footing of the relationship of residential emoluments to 
salary. Where residence is compulsory, income tax should 
only be levied on that part of the houseman’s salary actually 
paid in legal tender. Surely the payment for compulsory 
residence is “ wholly and necessasily incurred in the duties ” 
of the post ? 

The Minister of Health described the sections to whom 
the 10% increase applied as being “ underpaid.” When the 
cost of living has climbed by a minimum of 24%, the addi- 
tion of 10% will not correct underpayment. Why, on the 
very day that the 24% claim was first refused, the Ministry 
issued instructions to one London hospital to raise its non- 
residents’ meal charges by 30%, to cover increases in costs 
over the last three years alone. It seems obvious that the 
increase, made without any reference to the Whitley Council, 
was a sop to minimize discontent in the ranks, and possibly 
even to attempt some division in the interests of rule. 

Let the Minister hear this: not one senior registrar, regis- 
trar, senior house officer; or house officer will perform any 
duty which will weaken the effect of the proposed resigna- 
tion of general practitioners by substituting for them in 
matters of practice or administration am, etc., 


* REGISTRAR.” 


Arbitration 


Sir,—May I suggest a possible course to enforce a form 
of arbitration upon the Minister of Health—namely, to refer 
the dispute to the Minister of Labour ? If two sides reach a 
deadlock, I understand, the Minister of Labour, if consul- 
ted, is bound to set up a court of inquiry or a tribunal of 
five (three independent members and one from each side of 
the dispute). 1 am told (1) that this is not fitting because it 
smacks of trade and trade unionism; but if this device 
achieves our purpose of compelling independent adjudica- 
tion of our case, is this of importance? “A rose by any 
other name . . .”; (2) that it cannot be done, because the 
B.M.A. is not a trade union. But surely, Sir, the Guild can, 
and is about to, act in this capacity. Secondly, according 
to a booklet issued by H.M. Stationery Office in 1955,’ 
“The N.H.S. Amendment Act, 1949, provides that any dis- 
pute over remuneration of persons engaged in the N.HLS. 
shall be deemed a dispute” within the meaning of the Act 
which compels (not permits) the Minister of Labour to inter- 
vene in the manner mentioned above. 

It would seem that, with the minimum of inconvenience 
to the public and to ourselves, we could use the Govern- 
ment’s own instrument to make them honour their commit- 
ments. Hands are raised in horror if a foreign country 
unilaterally breaks an agreement with our Government. 
Should they not have similar feelings about the sanctity of 
agreements made with their own countrymen ?—I am, etc., 


Sherston, Wilts. P. TITTERTON. 


REFERENCE 
1 Industrial Relations Handbook, 1955, p. 127. H.M.S.O. 


Remuneration Claim 


Sin,—The proposed scheme of action seems to me to 
result from the heat of our anger with the Government. It 
is action for the sake of doing something, rather than wise 
and considered judgment. We feel this unjust and dicta- 
torial attitude of the Government in refusing arbitration for 
our present dispute and appointing a Royal Commission 
to settle our future financial status has put us, as Dr. W. N. 
Leak points out (Supplement, April 6, p. 156), “ unexpec- 
tedly and unwillingly . . . into the forefront of the age-long 
struggle against arbitrary government.” It is felt that the 
Government must not be allowed to get away with it now 
or we shall be doomed as a profession in our relations with 
the State in the future. The issue is clear and simple— 
a fight for basic British civil liberties, to settle disputes 


between individuals or groups by negotiation or arbitration 
and not by dictation. However, I feel this scheme of with- 
drawal is aiming at the wrong target. ’ 

Most major strikes are aimed primarily at withdrawing 
labour and thus embarrassing the employer, but incidentally 
exert pressure indirectly by so dislocating the welfare of the 
community at large that the Government acts to minimize 
this as soon as possible, Our withdrawal of service will not 
embarrass the Government at all, except in so far as it 
causes so much trouble to the general community that we 
hope it will act on our behalf to coerce the Government to 
meet our case. We find on examining how our scheme 
works in practice that it is tantamount to asking the sick, 
the infirm, the dying to rise up and smite the Government 
for us because we have despaired of fighting the Government 
direct. What a brave state of affairs for an honoured and 
dignified professien. How calculated to retain the good will 
and sympathy of the public. No amount of casuistry is 
going to persuade the patient that it is the Government who 
is denying him free drugs when he is sick. He will rightly 
place the blame squarely on us. If we are fighting on a 
question of principle we must see that our weapons are above 
reproach. The end does not justify the means, rather means 
determine ends. 

I would like to suggest a plan even at this late hour 
which will hit the Government and not the patient ; designed 
to make an effective protest in a dignified way against what 
amounts to dictatorship. This is a scheme in which G.P.s 
and consultants can alike share. I believe it would catch 
the imagination of the British public’s sense of fair play. 
Let us call off our “strike” and use our “strike” fund to 
publicize our plan in every daily paper in the land. Let us 
advertise the fact that we do not wish to embarrass the 
patient but the Government alone, and that we are prepared 
as a united profession earnestly concerned about our civil 
liberties to withhold, say, 20% or 50% of our income tax 
until such time as the Government is prepared to accept 
the principle of negotiation or arbitration. The Government 
will then require to take action against some 40,000 doctors, 
all of whom will welcome the chance of going to prison 
rather than pay the resulting fines. The Government will 
then have to find bureaucrats able and willing to treat our 
patients or the N.H.S. will come tumbling about its ears by 
action which it will have taken. We cannot then be charged 
with wrecking the Health Service. It may be objected that 
the Government would institute P.A.Y.E. for G.P.s, but we 
have not yet paid our last half-year’s tax due in June. What 
matters is that we should deliberately break the law in order 
to break the dictatorship exercised by the Government of a 
freedom-loving democracy. I would go further, and suggest 
that we pay not only our levy to the Guild but also our 
50% income tax as well. It can then be available to launch 
our alternative health scheme most of us‘so dearly wish to 
see, the details of which we shall have time to work out while 
contemplating our navels in H.M. prisons.—I am, etc., 


Aylesbury. HaROLD O. PHILLIPSON. 


Withdrawal from N.H.S. 


s 

Sir,—We have followed the negotiations with the Govern- 
ment and the communications from the Council of the 
B.M.A., and are very disturbed as to what our reactions 
should be to the advice given us: that we should place our 
resignation in the hands of the Guild to be used when it 
thinks appropriate. 

In our opinion, there are many faults in the administration 
of the N.H.S. by this or any other Government, of which 
the repudiation of Spens is only one, and we should like 
to make the following points which are bound to influence 


“many doctors’ decisions. We are sure that the general 


public, and even the Government, do not know how exer- 
cised the profession is over (1) the impact of political 
expediency in the running of the Service ; (2) the lack of 
capital expenditure on up-grading and new hospital build- 
ing ; (3) the desperate position of the senior registrar grades ; 
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(4) the difficulties of the unestablished doctor in entering 
general practice ; (5) the lack of any reward for our services 
except that of an increasing number of patients, which, if it 
attains the 3,000 to 3,500 mark, makes our work one constant 
rush and turmoil and hastens the onset of our coronary 
thromboses. These are some of the more pressing faults. 

We had a joint negotiating committee to meet the Govern- 
ment and talk for us, yet, although the question is con- 
sidered vital enough to suggest that we should resign, our 
consultant colleagues, who are just as vitally aifected, are 
not being advised to take any action at all. If the position 
has become so urgent, surely it would do no harm to take 
far more energetic action, on the lines of the recent com- 
munications to all M.P.s, so that they and the public can be 
made to realize that all is not well in the Service and that 
there is far more at stake than a mere pay claim—i.e., lack 
of confidence in our employer, and dissatisfaction with many 
aspects of the Service as mentioned above—before we are 
asked to decide on this drastic step which is bound to cause 
hardship to our patients and friends. What have we to 
lose by spending Guild moneys on such propaganda, and 
waiting until the Association has prepared its own sugges- 
tions for a comprehensive health service and published it to 
the Government and public? We feel that to follow the 
advice of the Council before this was done would lower 
the status of general practice, as the public would still view 
it as a strike for more pay. 

Finally, may it not be that the Government of this coun- 
try would be only too pleased if we G.P.s were to save them 
the unpleasant task of making the public realize that a really 
efficient fully comprehensive N.H.S. is going to cost more, 
and that we may not be able to afford it 7—We are, etc., 


G. D. S. Briccs. 


London, N.2. D. M. WILKINS. 


Sir,—I feel I must protest at the B.M.A.’s advice calling 
on doctors to resign from the National Health Service in the 
near future. There is no question as to the legitimacy of our 
claim ; in fact I should think there is 100% agreement on 
this point. The weak aspect of the scheme is the assump- 
tion that the Government will re-employ those members 
who took part in the “strike,” not to mention the ethical 
aspect, especially from the general public’s point of view. 
I believe there is an element of truth in what Mr. E. J. M. 
Weaver said in his letter (Supplement, April 6, p. 156) that 
it may well be that the Government cannot afford the cost 
of our services and that the conditions created become so 
untenable it is to the Government’s advantage that the 
doctors resign and so make them the scapegoat for the 
failure of the Health Service. I think the B.M.A. must be 
more thorough in its scheme for withdrawal and that a 
complete substitute service be proposed, perhaps on the 
lines of that excellent letter of Dr. R. Preston Hendry 
(p. 157). We should then be in a much stronger position 
to uphold our ideals and run a truly national service free 
from political exploitation.—I am, etc., 

Sherwood, Notts. . JoHN P. GRAHAM. 

Sir,—-Dr. R. C. Ponder wrotesto The Times (March 14) 
that the rank and file of general practitioners were not 
adequately consulted before decisions were taken from the 
top. The Public Relations Officer of the B.M.A. was at 
great pains to contradict him (March 19). None the less, 

a good many of us feel that what Dr. Ponder said was true, 

although he hardly chose the right time and place to say it. 
, What choice have we had as to whether we should all 

resign from the N.H.S. or only some of us? I think it 
should be all or none. Again, we are supposed to be going 
to embarrass the Government. The main job we do for 
the Government is not the work we were trained for—to 
look after the sick—but the job of acting as skilled certifiers 
for the purpose of N.H.S. benefits. The one way we could 
embarrass the Government would be to attend to our proper 
work and refuse to issue any certificates of any kind what- 
ever that can be used to further the administrative side of 


N.H.S. Yet we are told that we are to issue certificates— 
not N.H.S. ones forsooth, but ones of our own providing 
which will be just as good for Government purposes.| We 
are to behave exactly the same, business as usual, but with- 
out pay. How does this embarrass anyone but ourselves ? 

Let us all resign together, let us refuse all certification 
whatever, and let us eschew this nonsense of progressive 
withdrawal and crippling levies from the quarterly cheques 
of those who stay in to finance those who go out. We shall 
win only by a massive withdrawal and resolute refusal of 
certification. I for one do not propose to hand in my 
resignation unless withdrawal from the Service is total from 
the beginning, and as a corollary I do not propose to agree 
to any levy to promote half-hearted measures. If our 
leaders have not the stomach for an all-out fight they had 
better call the whole thing off.—I am, etc., 

Ss. Molton, Devon. R. A. NASH. 

Sir,—We are all concerned for the interest of the general 
practitioners in the proposed withdrawal from the N.H.LS. 
Withdrawal would involve throwing the burden on to our 
patients, probably interfering with the unbroken continuity 
of treatment. Further, they will be legally responsible for 
the fees, token or otherwise, and may even be advised by 
the Government to withhold payment. Progressive with- 
drawal would make guinea-pigs of our fellow G.P.s. 

Why should we do this to ourselves ? Rather than divide 
ourselves, let us divide up our contract with the Govern- 
ment—let us not withdraw anything. It smacks too much 
of the action of those bugbears of the trade unions and 
T.U.C. officials, the “ blackmailing” shop-stewards. Could 
we not suspend the issue of certificates of incapacity in the 
near future, with a promise to resume them when the 
Government agrees to arbitration? To make it easier for 
our patients we could start with progressive suspension. We 
could not then be accused of inhuman conduct, and it will 
throw on the Welfare State the onus of paying out to needy 
people subsistence allowances which they may collect from 
them when “ sick-pay ” is duly arranged from carefully kept 
records. This would be a tactical move into a strategic 
position. I do not think a lock-out would be likely. 

We do not like the suggestion of a Royal Commission, 
to say the least; by the time it reached a delayed conclu- 
sion it would probably have an unsavoury aroma.—I am, 
etc., 


Bradford, Yorks. ALLEN GLENN. 


Medical Trade Union 


Sir,—If there is any weight in the old saying about those 
who are farther removed from the fight having the better 
view of the contestants, then these opinions from one 400- 
odd miles from London might be worth considering. 

Many doctors here think that Mr. Macmillan, frantic to 
economize and sick of the mounting cost of the Health 
Service, hopes by his present arbitrary actions to force 
the doctors to do what he would like to do himself, throw 
the Health Service overboard. Undoubtedly as it stands at 
present various aspects of it appeal to an unworthy streak 
in humanity and make it difficult to alter. It would be no 
easy matter to take out of the present Health Service the 
patient’s idea, “I can make a key man toe the line and do 
a lot that I want—for nothing.” A government is very 
dependent upon engineers, coal-miners, and other produc- 
tive workers because these earn money from the rest of 
the world. It must bow to them so long as the country’s 
prices are competitive. Doctors are non-productive and can 
be ignored much more easily unless they use what for them 
is a much stronger trump card—withdrawal. They cannot 
be replaced or done without. As long as there is not serious 
unemployment here or anywhere else in the world, workers 
will demand more money and currencies will fall in value. 
Doctors must keep pace with all this. 

In north Northumberland, we read in the press, the 
doctors have decided against withdrawal. In this area one 
large-list practitioner has announced his intention of not 
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contributing to the special levy, giving as his reason that 
large practices have too high overheads; small practices 
can afford to subscribe better, he thinks. How idiotic can 
doctors become ? Had the profession done what I have 
been pleading for in your columns since 1949—had a closed 
shop so that the majority could enforce obedience on the 
minority—how cosy we would now feel facing Mr. 
Macmillan (Mr, Vosper, apparently, no longer counts) from 
behind a solid wall of 100% obstruction to governmental 
interference or arbitrary action. Thus let us determine to 
go ahead, not being content with increased remuneration 
only, but seeking a better Service, run perhaps on Australian 
lines, and presided over, as a previous correspondent 
suggested, by a corporation like the B.B.C. In the mean- 
time, if our withdrawal machinery breaks down, I very 
humbly suggest again that we become a trade union and 
be done with it. The old days of the gentlemen’s profes- 
sion and gentlemen’s agreements are so patently over that 
our yeunger members laugh at the idea. After becoming 
a trade union we could quickly (many say our present with- 
drawal is far too slow) talk turkey very aggressively to the 
Government. 

May I again express my appreciation of the work of our 
negotiators ? It is exhausting, irritating work for which 
this G.P. is very thankful.—I am, etc., 


Dungannon, N.I. ConN McCLUSKEY. 


Mileage Committee Report 


Sir,—It was with some apprehension that I read the 
interim report of the Mileage Committee. A study of this has 
failed to convince me that there has been any large-scale 
expression of dissatisfaction from rural practitioners with 
their share of the mileage fund, or that, indeed, there would 
be grounds for such. 

The rural practitioners classified as A already receive 
more than 60% of the fund, whereas class C practices 
attract only a meagre 7%—little enough when one recalls 
that, even in the latter type of practice, considerable mile- 
age may be covered, and hence time expended, in travelling 
between patients who may dwell only two to three miles 
from one’s residence. It is not uncommon to receive per- 
haps three late calls after the planned round of visits has 
been completed; and, should these lie in three different 
directions—as is very likely where a practice lies in the 
centre of surrounding villages, themselves perhaps only 
classified as semi-rural—ten or twelve miles can easily be 
clocked to visit these patients. The mileage received by 
class C practices in the opinion of many is wholly in- 
adequate; and by elimination of the patients who live 
between two and three miles the greater part of this would 
be taken away. Surely this is most unjust. 

It is to be hoped that the local medical committees, the 
G.M.S. Committee, and later the Conference of Local 
Medical Committees will not hesitate to reject this ill- 
conceived report. Its acceptance can only add to the burdens 
already borne by the small-list man. A study of the com- 
position of the Committee does not impress with their quali- 
fications to sit in judgment upon this matter, and it is not 
without significance that the three representatives of execu- 
tive councils recorded in the report their “ keen disappoint- 
ment.”—TI am, etc., 


E. Horsley, Surrey. B. S. Grant. 


Assurance Profits 


Str,—The short answer to your correspondent Dr. P. H. 
Sutton (Supplement, March 30, p. 145) is that the profits 
that accrue to life offices from reduced claims by death as a 
result of the wonderful progress of medical and surgical 
science and skill go to increase the bonuses to with-profits 
policy-holders. After all, it is the policy-holders who pro- 
vide the money and it is to them that the bulk of the profits 
(in mutual offices the entire profits) go back in increased 


benefits.—I am, etc., R. W. Boss 
London, E.C.2. Secretary, 
The Life Offices’ Association. 


Co-operation with the Royal Commission 


Sirn,—At the moment the medical profession is united to 
a very large extent, and deems co-operation with the Royal 
Commission to be out of the question under present circum- 
stances. This view is supported by public health practi- 
tioners on the ground that the terms of reference of the 
Royal Commission do not cover an investigation of their 
conditions of service. It should therefore be clearly realized 
by those who advocate co-operation under present circum- 
stances that they are furthering the cause of professional 
disunity, and incidentally doing a disservice to their public 
health colleagues.—I am, etc., 


Hamilton. I. C. MONRO. 
Association Notices 
Diary of Central Meetings 
APRIL 
30 Tues. Special Conference of Local Medical Committees, 


10 a.m. 
30 Tues. Central Consultants and Specialists Committee, 
special meeting, 11 a.m. 


May 
Wed. Council, special meeting, 9 a.m. 


1 Wed. Special Representative ting, 10 a.m. 
1 Wed. = (to hier Special Representative Meet- 
ing). 
8 Wed. Council, 10 a.m. 
urs. rmatologists Group, -m. 
10 Fri. Conference of Honorary Secretaries, 10.30 a.m. 
7 Fri. Registrars Group Council, 2 p.m. 


Thurs. G.M.S. Committee, 10.30 a.m. 


Branch and Division Meetings to be Held 

BroMLey Division.—At Royal Bell Hotel, Bromley, Wednes- 
day, May 1, meeting 

Ciry Drtvision.—At Committee Room C, B.M.A. House, 
Tavistock Square, London, W.C., Tuesday, a 30, 8.30 p.m., 
meeting to consider Annuai Report of Council. 

Crry oF Dunpee Drviston.—At Queen's Hotel, Nethergate, 
Dundee, Friday, May 3, 9.30 p.m., annual general meeting. 

Croydon Drviston.—At Shirley Park Hotel, Croydon, Thurs- 
day, May 2, 7 p.m., annual dinner dance. 

DewsBURY Drvision.—At Board Room, General Hospital, 
Dewsbury, Friday, May 3, 8.30 p.m., annual general meeting. 

Dunpee BRraNcH.—At Queen’ s Hotel, Nethergate, Dundee, 
Friday, May 3, 8.30 p.m., annual general meeting. 

East Kent Division.—At Winter Gardens, Margate, Friday, 
May 3, 8.30 p.m. to 2 a.m., annual supper and ball. 

LEWISHAM DIVISION. —At Lewisham General Hospi Fri- 
day, May 3, 8.30 p.m., annual general meeting. inday, 
May 5, 10.30 a.m., clinical meeting. 

MARYLEBONE Division.—At Medical Society of London, 11, 
Chandos Street, W., Tuesday, April 30, 8.30 p.m., A.G.M. 

METRQPOLITAN CouNTIES BrancH.—At B.M.A. House, Tavi- 
stock Square, London, W.C., Sunday, May 5, 2.30 p.m., in con- 
junction with the War Office, display on the medical aspects of 
nuclear explosions, with demonstrations of treatment of casual- 
ties. The demonstration will last from one and a half to two 
hours. The Branch Council welcomes members of other 
Divisions. 

NortH LANCASHIRE AND WESTMORLAND BrancH.—At Banquet- 
ing Chamber, Town Hall, Dalton Square, Lancaster, Wednesday, 
May 1, 12.30 for 1 p.m., lunch, followed by eighth ‘annual meet- 
ing. Presidential Address by Mr. James McFadzean. 
Reapinc_ Drvision.—At_ Library, Royal Berkshire Hospital, 
Reading, Thursday, May 2, 8.30 p.m., combined meeting with 
legal profession. Medico-legal Forum. Questions of mutual 
agg ill be discussed. Panel, Medical—Dr. P. G. 
Mr. Michael Squires, and Dr. W. G. Tait. = G. F. 
Darlow, Mr. Colin Davy, and Mr. G. C. Jones aduaae: Mrs. 

Salzmann. Guests invited. 

Pancras Drvision.—At B.M.A. House, Tavistock 
London, W.C., Wednesday, May 1, 8.30 p.m., meeting. B.M.A 
Lecture by Dr. Roger Bannister : “ Physiology of the Mile.” 
Members of the City Division are invited. 

SoutH-west Essex Drviston.—At Wanstead Hospital, Hermon 
Hill. Wanstead, E., Wednesday. May 1, 8.30 p.m.,- meeting. Mr. 
H. R. Thompson: “‘ Cancer, Genes, Research, and All That.” 

Swinpon Drvision.—At Swindon and North Wilts Victoria 
Hospital, Friday, May 3, 8.30 p.m., annual general meeting. 
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